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Early diagnosis of acute abdominal conditions of 
infancy and childhood has become increasingly impor- 
tant during the past 10 years. During this time improved 
surgical technics, based on a better understanding of 
the underlying physiology and body chemistry and on 
the use of antibiotics, have greatly enhanced the possi- 
bility of cure. 

In making a diagnosis, a carefully taken history is of 
primary importance. The patient’s mother, the usual 
informant, is often emotionally disturbed and unable to 
describe the illness accurately or in sufficient detail. If 
she is taken to a quiet room away from the child and 
questioned directly in a calm, unhurried manner, a 
reliable history can usually be obtained. During this 
portion of the study, the physician must bear in mind 
the frequency with which generalized diseases, such as 
the exanthemas, or diseases of the respiratory, genito- 
urinary or central nervous system may cause abdominal 
symptoms. 

The physical examination must be unhurried. It re- 
quires patience and an approach calculated to win the 
confidence of the child. This is especially true for 
patients between 1 and 6 years of age. The abdomen 
should be observed and palpated first, before other, 
more frightening aspects of the examination are per- 
formed. Observation is essential, for if the respiratory 
wave passes freely downward by way of the abdomi- 
nal wall, one can be fairly certain that there is minimal, 
if any, involuntary muscle spasm. Next, gentle palpa- 
tion is begun in the quadrant farthest from the sus- 
pected lesion and, while the child’s attention is being 
diverted by conversation or other means, the entire 
abdomen is palpated two or three times, each time more 
deeply than the last. This maneuver will often reveal 


localized tenderness, muscle spasm or a mass. Rebound 
tenderness is frequently difficult to elicit directly, but 
by percussion from the less involved quadrants toward 
the suspected area, the extent of peritoneal irritation 
can be gaged fairly accurately. If repeated gentle 
abdominal examinations are not satisfactory, sedatives 
may be given till the patient is drowsy. The area of 
maximum tenderness can then be more easily estab- 
lished. This method is also of aid in distinguishing 
voluntary and involuntary spasm of the abdominal 
muscles and may allow sufficient relaxation for palpa- 
tion of a mass which otherwise might not be felt. It 
must be remembered that in infancy, as in old age, 
localized or generalized peritonitis may give rise to no 
muscle spasm, either voluntary or involuntary. A rectal 
examination is of great importance in all children with 
acute abdominal symptoms. The palpation of a pelvic 
mass, the presence or absence of stool and the presence 
of gross or changed blood in the stool are the most 
helpful positive rectal findings. In addition, in older 
children or those given the correct amount of sedatives, 
some localization of pelvic tenderness may be elicited. 

The pertinent laboratory tests may conveniently be 
divided into two groups: those which aid in the diag- 
nosis of the underlying pathologic process and those 
which estimate the general condition of the patient 
secondary to this process. The urinalysis is important 
in both categories since it assists in proving or dis- 
proving disease of the urinary tract and gives an esti- 
mate of the general state of hydration. The hemoglobin 
estimation is also a gage of hydration. It is important 
to remember that it is normally high (average, about 
18.0 Gm. per 100 cc.)' immediately after birth and 
normally low (average, 11 Gm. per 100 cc.) between 
the ages of 2 and 20 months.'” The white blood cell 
count usually shows a more labile response to infection 
or dehydration in children than in adults. However, 
in infancy, as in old age, the reverse may be true, and 
the total white blood cell count may be normal or 
depressed even in the presence of a massive infection. 
In interpreting the differential count, the physician 
should bear in mind the normal relative lymphocytosis 
of children under 4 years of age.* In such patients a 
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rise of polymorphonuclear cells to 60 per cent of the 
total white cells may represent a shift to the left in the 
Arneth index. Chemical tests such as those showing 
the carbon dioxide-combining power and the chloride 
content are chiefly of value in determining the physio- 
logic status of the patient and serve as a basis for 
corrective therapy. 


Fig. 1.—Duodenal atresia in a 4 day old infant. Aspiration occurred 
while the barium mixture was being swallowed. 


The plain roentgenogram of the abdomen is often of 
great aid in proving or disproving the presence of 
intestinal obstruction and frequently helps to localize 
the pathologic changes. However, the exact nature of 
the obstructing mechanism can be determined only 
after the surgeon has opened and explored the ab- 
domen. In general, the use of barium sulfate for roent- 
genograms is rarely necessary for the diagnosis of acute 
abdominal conditions of infancy and childhood * and 
may be actually detrimental (fig. 1). It is well known 
that barium sulfate remaining postoperatively in the 
alimentary tract tends to delay the resumption of nor- 
mal gastrointestinal activity and may even cause recur- 
rent obstruction. This is especially true in infants 
because of the minute caliber of the bowel distal to a 
congenital obstruction. In interpreting the plain roent- 
genogram of the abdomen it should be borne in mind 
that gas is normally present in the small bowel of 
infants.* After the age of 2 years this finding is not so 
frequently present,’ although crying or thumb sucking 
may produce gas in the small bowel in much older 
age groups. Two views of the abdomen should always 
be obtained, one with the patient supine and the 
other in the upright or lateral decubitus position. Ob- 
struction is demonstrated by actual distention of the 
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bowel or by the presence of fluid levels within it. This 
technic wili, of course, also reveal free air in the peri- 
toneal cavity. 

SYSTEM OF DIAGNOSIS 


It is helpful to the physician when confronted by an 
acute disease of the abdomen in a child to have in 
mind a system of diagnosis. In general, acute ab- 
dominal conditions of infancy and childhood fall into 
four main categories: first, intestinal obstructions; sec- 
ond, infections of the peritoneum or organs within it; 
third, combinations of obstruction and infection, and, 
fourth, hemorrhage, either gastrointestinal or intra- 
peritoneal. Once the condition has been placed in one 
of these categories, a further systematic reduction in 
diagnostic possibilities may be made by remembering 
certain broad rules regarding the incidence of types of 
disease according to age. Congenital intestinal obstruc- 
tion, if complete, will give symptoms within the first 
hours of life; if it is incomplete, symptoms may appear 
at any time but rarely after the age of 1 year. Intus- 
susception occurs most frequently between the third 
and twelfth months. Primary peritonitis is oftenest seen 
in patients younger than 4 years of age, while acute 
appendicitis rarely occurs in patients under 4. 

Since gastrointestinal hemorrhage does not usually 
cause acute abdominal symptoms and since intraperi- 
toneal hemorrhage in childhood is usually associated 
with trauma, this last category will not be discussed. 
Congenital defects and intussusception are the main 
causes of intestinal obstructions in childhood. Table 1 
lists the various types of bowel obstructions. 

Congenital Obstruction—The diagnosis of hyper- 
trophic pyloric stenosis may be suspected when an 
infant, after retaining his feedings well for one to three 


Fig. 2.—Plain roentgenograms of the abdomen showing complete ob- 
Struction of the duodenum of a 2 day old infant. Laparotomy revealed 
atresia immediately proximal to the ligament of Treitz. 


weeks after birth, begins to vomit more and more force- 
fully. The vomitus never contains bile. Physical exami- 
nation shows epigastric waves coursing from left to 
right across the upper part of the abdomen, and an 
olive-sized tumor is palpable in the region of the 
pylorus. As the palpation of the tumor enables the 
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diagnosis to be made, it is well to take considerable 
care with this portion of the examination. The infant’s 
stomach may be emptied with a Levin tube and the 
right upper quadrant palpated during a feeding which 
should be part of the physical examination. The 
examiner’s left hand steadies the patient’s right costo- 
vertebral angle, and palpation is made lateral to the 


Fig. 3.—Plain roentgenogram of the abdomen of a 3 day old infant 
which reveals a complete obstruction of the distal ileum. The cause was an 
atresia about 16 cm. proximal to the ileocecal junction. 


right rectus muscle and inferior to the liver with the 
right middle finger. With patience and the use of this 
method, the tumor can be felt in well over 90 per cent 
of all cases of hypertrophic pyloric stenosis. 

When an infant has complete congenital obstruction 
of the small intestine due to intrinsic or extrinsic causes, 
vomiting begins at or shortly after birth and the vomitus 
contains bile except in unusual cases of atresia of the 
first portion of the duodenum. Meconium stools may 
be passed from the bowel distal to the obstruction. 
Physical examination shows a dehydrated infant with a 
distended soft abdomen. Plain roentgenograms, by dem- 
onstrating the amount of distended bowel, indicate 
approximately the level of the obstruction (figs. 2 and 
3). Further diagnosis of the exact cause cannot be 
made until the actual pathologic changes are seen at 
laparotomy. 

Obstruction of the intestine due to inspissated meco- 
nium is secondary to cystic fibrosis of the pancreas." 
The lack of pancreatic ferments within the gastro- 
intestinal tract causes the meconium to become a 
gelatinous, adherent mass forming a solid cast of the 
bowel. Usually no defecation occurs after birth. Roent- 
genograms demonstrate obstruction, generally in the 
distal small bowel (fig. 4). 

The most frequent congenital band producing intes- 
tinal obstruction in infants or children is a persistent 
remnant of the vitelline duct which may form a con- 
nection between the umbilicus and a Meckel diver- 
ticulum. Symptoms usually appear before the age of 
1 year. The clinical and roentgenographic findings are 
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those of small bowel obstruction; the actual pathologic 
process is revealed at operation. Acute obstruction 
secondary to congenital bands and adhesions elsewhere 
in the peritoneal cavity is rare. 

Complete obstruction due to intestinal malrotation 
often occurs after several weeks of life. The congenital 
bands which fix the cecum to various structures of 
the right upper quadrant at first cause only a partial 


TABLE 1.—Etiology of Acute Intestinal Obstruction in Infancy 
and Childhood 


I. Congenital obstruction 
A. Intrinsic 
1. Hypertrophic pyloric stenosis 
2. Atresias and stenoses 
(a) of small intestine 
(b) of colon (rare) 
(c) of lower rectum (‘imperforate anus’’) 
. Inspissated meconium (‘‘meconium ileus’) 


B. Extrinsic 
1. Congenital bands or adhesions 
2. Intestinal malrotation with or without volvulus 
3. Incarcerated hernia 
(a) inguinal 
(b) diaphragmatie 
(c) intra-abdominal 


Aequired obstruction 


A. Intussusception 
B. Peritoneal adhesions 
1. Due to previous operation 
2. Due to previous peritoneal infection 


obstruction of the terminal portion of the duodenum. 
Frequently the final obstructing mechanism is a volvu- 
lus of the entire small intestine. This torsion occurs at 
the site of the superior mesenteric vessels, which is 


Fig. 4.—Plain roentgenogram of the abdomen showing complete obstruc- 
tion of the distal small bowel. At operation the terminal third of the ileum 
was filled with tenacious meconium. The diagnosis was “‘meconium ileus.” 
Autopsy demonstrated increased intra-acinar connective tissue within the 
pancreas, with some acinar cysts and dilatation of the pancreatic ducts. 


the only point of fixation of the mesentery in these 
patients. The physical findings are essentially the same 
as in other obstructions except that distention is great- 
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est in the upper region of the abdomen. The hypo- 
chondrium frequently has a “doughy” texture on 
palpation. Plain roentgenograms show considerable 
distention of the stomach and the proximal duodenum, 
with little or no gas in the distal bowel, which leads 
the examiner to suspect the diagnosis preoperatively. 


Fig. $.—Barium enema in a 2 year old patient illustrating ileocolic intus- 
susception. This barium study was indicated since, although the history 
was suggestive of a loosely held intussusceptum, no definite abdominal 
mass could be palpated on repeated examination and there was no blood 
in the stool. 


An incarcerated inguinal hernia may cause obstruc- 
tion at any age and presents a simple diagnostic prob- 
lem. Obstruction due to a congenital diaphragmatic 
hernia usually occurs shortly after birth. The history 
is that of vomiting and obstipation, together with 
symptoms indicating respiratory difficulty. The abdo- 
men is less distended than in other types of obstruction, 
and peristalsis may be audible over the chest. Plain 
roentgenograms of the chest and abdomen demonstrate 
bowel above the diaphragm. 

Acquired Obstruction.—The diagnosis of intussus- 
ception is often difficult. Classically, a well nourished 
child between the ages of 3 and 12 months begins 
to show evidence of severe colicky abdominal pain by 
crying at regular intervals and drawing the legs upward. 
The patient may sleep quietly between these spells. 
Vomiting and refusal of food occur shortly thereafter, 
and evidence of shock appears early or late in the dis- 
ease, depending on the state of circulation of the invagi- 
nated bowel. The child may pass a stool containing a 
mixture of blood and mucus, or an enema may produce 
this finding. Palpation of the abdomen with the patient 
in a supine position reveals a mass resembling the 
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contour of the bowel in the region of the ascending or 
transverse colon. Abdominal palpation with the patient 
lying on the left side demonstrates that the right lower 
quadrant is relatively empty. Rectal examination re- 
veals an empty rectum, with or without sanguineous 
material on the examining finger. Unfortunately, there 
are many departures from this classic picture. The 
circulatory disturbance of the invaginated bowel may 
be so massive that shock will occur before the colic 
symptom pattern has become definite, or the intussus- 
ceptum may be held so loosely by the intussuscipiens 
that the pains are irregular and there may be long 
intervals between them. Before the child is exhausted 
he may be irritable and cry continually for long periods, 
so that the rhythm of the colic is difficult to establish. 
When the intussusceptum is loosely held, there is often 
insufficient edema of the involved bowel to produce a 
palpable mass. When the invagination lies at the level 
of the hepatic flexure, it may not be palpable because 
of the overlying liver. A mass was palpable in 69 per 
cent of cases seen at the Children’s Hospital during 
the past 10 years.‘ Rectal bleeding may not occur or 
may be a relatively late phenomencn. This sign was 
present in 55 per cent of this same series of cases. The 
diagnosis of intussusception is made by careful, con- 
tinuous observation and by awareness of the pitfalls 
mentioned. Plain roentgenograms of the abdomen are 
usually not helpful since evidence of obstruction does 
not appear until relatively late in the course of the 


Fig. 6.—lleoileal intussusception. Barium enema in a 7 month old 
patient with an ileoileal intussusception reveals that there is no involve- 
ment of the colon. If the history is fairly typical and either an a 
mass > or there is blood in the stools, this barium study is not 
indicated. 


disease. A barium enema will reveal the lesion only if 
it is ileocolic in location (fig. 5). Negative results of a 
barium enema do not rule out the presence of an ileo- 
ileal intussusception (fig. 6). If possible, it is best to 
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make the diagnosis without the use of barium sulfate 
since the presence of this substance in the colon may 
complicate the postoperative course of the patient. 

The physician may be called on to distinguish simple 
colic of infants or children from intestinal obstruction. 
In colic there is usually no vomiting, the bowel move- 
ments have been normal and the child appears to be 
in good general health. The abdomen is sometimes dis- 
tended, but there is relaxation between cries. Tender- 
ness is mild and generalized. An enema usually brings 
relief. Somewhat more difficult is the differentiation of 
fecal impaction and intestinal obstruction, particularly 
intussusception. Impaction is most frequently seen in 
hot weather. It may be accompanied with fever, vomit- 
ing and recurrent generalized abdominal pain of the 
colic type. There may be moderate leukocytosis as in 
intussusception. Several factors may be of aid in the 
differentiation. The impaction may be palpable ab- 
dominally or by rectum. Plain roentgenograms of the 
abdomen may reveal the amount and position of the 
feces. Such roentgenograms are especially helpful in 
cases of fecal impaction located in the right colon, 
a condition which is seen considerably more often in 
children than in adults. Finally, enemas or colon irri- 
gations bring about clearing of the impaction, with 
relief of symptoms. In this connection, it must be 


TaBLeE 2.—Etiology of Acute Abdominal Conditions Due to 
Infection in Infancy and Childhood 


. Primary peritonitis 
. Acute appendicitis 
. Meckel’s diverticulitis 


. Perforation and/or gangrene secondary 
to intestinal obstruction 


remembered that highly medicated enemas, particularly 
when hydrogen peroxide is used, may cause bleeding 
and have been known to produce the “currant jelly” 
mixture of blood and mucus in the stool, thus compli- 
cating the diagnosis. 

Infections.—There are four main categories wherein 
infection plays a role in abdominal emergencies in 
infancy and childhood. These are illustrated in table 2. 

Primary peritonitis is an uncommon condition and 
ts usually seen in infants and children under 4 years 
of age. An acute infection of the upper respiratory 
tract often occurs at the onset, followed by or accom- 
panied with transient diarrhea. Vomiting and high fever 
together with irritability or other evidence of diffuse 
abdominal involvement then follow. Examination re- 
veals a soft, “doughy” abdomen in infants, with evi- 
dence of muscular rigidity increasing with age, so that 
in older children the abdomen may be _ boardlike. 
There is diffuse mild tenderness, and peristalsis is 
diminished or absent. There is marked leukocytosis as a 
rule, with a left shift in the differential count. Plain 
roentgenograms of the abdomen and chest reveal evi- 
dence of paralytic ileus, with clear lung fields. The child 
is more severely ill than is usual for peritonitis following 
appendicitis, and there is no history of early localizing 
symptoms or signs. There is frequently evidence of sep- 
ticemia, with positive blood cultures. Smear and culture 
of the peritoneal exudate usually yield hemolytic Strep- 
tococcus or Pneumococcus in primary peritonitis * and 
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Escherichia coli or nonhemolytic Streptococcus in peri- 
tonitis secondary to appendicitis. 

Acute appendicitis is the commonest surgical emer- 
gency of childhood and usually occurs in patients over 
4 years of age. The signs and symptoms are identical 
with those of adults, providing they are correctly 
elicited. There is often difficulty in younger children in 
obtaining a history of pain shift from the epigastric 
or paraumbilical position to the right lower quadrant. 
Anorexia, nausea or vomiting always occurs and usually 
follows the onset of pain. Bowel movements are gen- 
erally normal. Tenderness and muscle spasm are maxi- 
mum in the right lower quadrant and usually well 
localized to this region. It must be borne in mind that 
the appendix is more frequently found in the pelvis 
in children than in adults. In pelvic appendicitis there 
may be no abdominal tenderness, but the diagnosis 
is made on rectal examination by palpating a tender. 
boggy, poorly outlined area or mass in the right or 
middle region of the pelvis. The leukocytosis resulting 
from acute appendicitis tends to be greater in children 
than in adults, but the relative differential shift is about 
the same in all age groups. 

Meckel’s diverticulitis presents symptoms similar to 
acute appendicitis except that occasionally the point 
of maximum tenderness lies more medially and nearer 
to the umbilicus. Usually the differentiation of the two 
diseases is made at operation. 

When peritonitis occurs secondary to perforation or 
gangrene due to intestinal obstruction, the history of the 
antecedent obstruction and the roentgenographic find- 
ings will usually serve to differentiate this condition 
from other intra-abdominal infections. 

There are four main nonsurgical conditions which 
may simulate infection of the peritoneum or organs 
within it. They are acute enteritis, mesenteric adenitis, 
acute pyelocystitis and the onset of menstruation. A 
child with acute enteritis may have abdominal pain, 
nausea, vomiting, a high fever and leukocytosis, with 
an appreciable left shift in the differential count. One 
must suspect enteritis of diarrhea is present, if there 
is poor localization of peritoneal tenderness and if the 
fever and leukocytosis are too high to be accounted for 
by the abdominal and rectal findings. A period of obser- 
vation during which parenteral hydration is accom- 
plished usually serves to indicate whether the condition 
is acute appendicitis or acute enteritis. 

Prior to laparotomy, the diagnosis of mesenteric 
adenitis is puzzling, especially when the pain and 
tenderness are localized in the right lower abdominal 
quadrant. In such a case the symptoms and physical 
findings are often identical with those of acute appendi- 
citis. If, however, the onset of the disease was marked 
with a chill or with unusually high fever, and particu- 
larly if an infection of the upper respiratory tract exists, 
then the diagnosis of mesenteric adenitis may be sus- 
pected preoperatively. 

Acute pyelocystitis is usually accompanied with a 
history of frequency or dysuria. Abdominal tender- 
ness is poorly localized, and tenderness over the costo- 
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vertebral angle is usually present. There may also be 
moderate tenderness over the bladder. A finding of 
pyuria settles the diagnosis. 

Vague lower abdominal and pelvic pain may be 
experienced by girls at the onset of menstruation. Ten- 
derness is mild and poorly localized in the lower region 
of the abdomen. Rectal examination reveals slight 
tenderness in both adnexal regions and on motion of 
the cervix. Laboratory findings are within normal 
limits. 

SUMMARY 

In conclusion, the general recommendations for 
reaching an early diagnosis in acute abdominal condi- 
tions of infancy and childhood bear repeating. The 
history should be as minutely accurate as possible. 
Sufficient time should be taken with the physical exami- 
nation, including as many repetitions as necessary to 
reduce to a minimum the factors of childhood fear and 
lack of understanding, so that the important positive 
and negative findings may be demonstrated. Only the 
necessary laboratory work should be requested, and this 
should be accomplished without delay. The historical, 
physical and laboratory data should then be analyzed 
together, and each interpreted in relation to the others. 
A methodical application of the findings at hand to the 
possibilities is then carried out and the clinical diag- 
nosis systematically made in this manner. The exact 
pathological diagnosis is finally reached at the time of 
operation. 
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ABSTRACT OF DISCUSSION 


Dr. H. GLENN BELL, San Francisco: I agree with everything 
that Dr. Norris has said. A thorough history is essential, and 
the examination must be complete and must be gentle. Many 
times the abdominal examination may be done while the child 
is in a normal sleep. Certain essential laboratory data are help- 
ful, but I am always suspicious of a laboratory report that does 
not fit in with my physical and clinical findings. That is par- 
ticularly true of the white blood cell count when one is dealing 
with young children. It is not uncommon to have a perfectly 
normal white count in a child with an acute appendicitis. 
In children with pyloric stenosis it is not necessary, and as 
a matter of fact it may be harmful, to give a barium meal. 
It is a waste of time and is not good for a poorly nourished, 
debilitated infant. In my time at the University of California 
School of Medicine we have had 108 cases of pyloric stenosis, 
and I am certain that we do not feel the tumor as often as 
Dr. Norris. Perhaps this is because we are not as clever at 
palpation. | do not think it is absolutely necessary to feel 
the tumor in order to make the diagnosis. We have carried the 
108 patients with pyloric stenosis through surgical treatment 
without any deaths. A child was sent to our hospital for a 
complete examination before being sent to the psychiatric unit 
for treatment for vomiting. A roentgen study on this 7 year 
old child disclosed a typical malrotation of the intestines. 
The large bowel was all on the left side, and the small bowel 
was on the right side. Operation was performed the following 
day and the congenital bands cut. After this the patient ate 
without difficulty and her psychosis entirely disappeared, as 
well as her so-called psychic vomiting. It is now some six 
weeks since her operation, and she has already gained 6 pounds 
(2.7 Kg.). While these conditions are rare, we are not justified 
in calling any child psychotic until he has had a complete, 
thorough physical examination. The necessity for thorough 
examination was demonstrated by another child whom we 
saw at 3 days of age. The baby was cyanotic, and a diagnosis 
of bilateral congenital cystic disease of the lung had been 
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made and the family told that nothing could be done. The 
parents asked permission to bring the child up to the Uni- 
versity of California School of Medicine for study. Here a 
swallow of barium sulfate showed that the child had a dia- 
phragmatic hernia, with practically all the intestines up in the 
left side of the chest. Operation was performed on the same 
day, and the child immediately improved and has continued to 
develop normally. Infants and children may have any disease 
that adults have and are entitled to just as complete an exami- 
nation and study as an adult. However, a child requires more 
gentle handling both on examination and during surgical 
intervention. 

Dr. LoreN R. CHANDLER, San Francisco: Dr. Norris and 
Dr. Brayton have reviewed the diagnostic aids and procedures 
useful in acute abdominal conditions in children. Their work- 
ing plan of diagnosis, dividing the acute abdominal conditions 
into four general categories, is extremely useful and highly 
practical. I would recommend one procedure useful in pre- 
venting the accumulation of air and gas in the small intestines 
of infants prior to roentgen examination of the abdomen. For 
about 12 hours before roentgen examination is scheduled the 
infant should be maintained in a prone position. This position 
usually can be maintained by a 4 or 5 inch wide band of 
adhesive tape across the back of the child, fastening the two 
ends to the bed frame. It is difficult for infants to swallow air 
in the prone position. The baby should be kept in this posi- 
tion right up to the last minute before exposure. A period of 
even three minutes in the upright position will permit air to 
be swallowed and some of it passed through the stomach. 
We have found this practice useful and almost universally 
successful. I call attention to regional ileitis, not mentioned 
by the authors. It frequently simulates acute appendicitis or 
acute inflammatory processes in the right lower quadrant of 
the abdomen and in its early stages is not easily diagnosed 
The late stages of the disease present symptoms of subacute 
or mild inflammation combined with signs of partial obstruc- 
tion, but in the early stages, in which the segment of ileum is 
swollen and edematous but its lumen not narrowed, the 
clinical picture is more like that of subacute or mild acute 
appendicitis. There is one feature which at times is helpful. 
Usually the leukocyte count is far too high and definitely out 
of proportion to the physical findings on examination of the 
abdomen to be consistent with acute appendicitis. The number 
of leukocytes remains elevated at a fairly constant level, and 
does not increase or decrease during a 12 to 24 hour period, 
as usually happens in acute suppurative conditions. The authors 
make the statement that bile is never found in the vomitus in 
cases of congenital hypertrophic pyloric stenosis. Twice I have 
found bile present, intermittently, in the vomitus of children 
with congenital hypertrophic pyloric stenosis proved later at 
operation. Both patients were promptly cured by operation. 
I make a strong plea for the early diagnosis of congenital 
intestinal obstruction. This is well discussed by the authors, 
but too much stress cannot be placed on the effort to make 
the diagnosis early. Operation in the early stages is successful 
in a high percentage of cases, while delayed operation is nearly 
always unsuccessful. 


Dr. WILLIAM J. Norris, Los Angeles: 1 wish to thank Dr. 
Bell and Dr. Chandler. 1 enjoy shining in their reflected glory. 
Usually they bring out in their remarks more than I have had 
to say. The tumor in cases of pyloric stenosis was mentioned. 
It is not necessary to feel these tumors, but perhaps because 
we try a little harder we do feel considerably over 90 per cent 
of them. This can be done if one is careful to empty the 
stomach of the child and to take a little time for the exami- 
nation if there is any doubt as to the diagnosis. Diaphragmatic 
hernia is a surgical emergency at the Childrens Hospital in 
Los Angeles. Many of the children come in with symptoms 
referable to the respiratory system. We feel that when a child 
1 day of age or any older comes in with respiratory symptoms 
and there is a diaphragmatic hernia present this hernia should 
be repaired through an abdominal approach. I did not know 
about strapping a child down for the elimination of intestinal 
gas. I have never seen a case of regional ileitis in a child; 
maybe we have been missing them. I will be more conscious 
of the possibility of this condition occurring in children. 
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MOTIVATION OF CHILDREN WITH 
MULTIPLE FUNCTIONAL DISABILITIES 


HARTWELL METHOD 


R. Plato Schwartz, M.D. 
Frederick N. Zuck, M.D. 
Frances H. Parsons, Ph.D. 
Kathleen Wingate, R.N. 
Thomas Lacey II, M.D. 
and 


Moulton K. Johnson, M.D., Rochester, N. Y. 


During the past four years constructive efforts have 
been made in Rochester, N. Y., to deal with the com- 
plex problems presented by patients with cerebral palsy. 
Facilities are now available to render assistance to 
either children or adults who may profit in some way. 

The Edith Hartwell Clinic, LeRoy, N. Y., is an essen- 
tial part of this community program. It is a research 
unit with a capacity of 36 children below 13 years of 
age. Its purpose is to evaluate established methods of 
diagnosis, prognosis and treatment of childhood disa- 
bilities due to abnormalities of the central nervous 
system, such as cerebral palsy. Improvement in the 
accuracy of diagnosis, prognosis and treatment is sought 
through the application of research methods. A total of 
59 patients has been admitted for study since October 
1947. The clinic is a joint project of the University of 
Rochester School of Medicine and Dentistry, which 
provides the professional staff, and the New York State 
Department of Health, which provides funds to cover 
the operating deficit of the research program. 

During the year preceding the opening of the clinic, 
key personnel received training and observed pro- 
cedures in recognized centers for the treatment of 
patients with cerebral palsy. It was on the basis of 
these experiences that the initial treatment program 
was established. In principle it called for a major allo- 
cation of time to passive activities in physical therapy 
and occupational therapy. Great emphasis was also 
placed on the therapeutic advantages of rigid bracing 
of the lower extremities, frequently including a pelvic 
band with an attached back brace. The purpose of this 
program was to eliminate or significantly reduce the 
various functional disabilities that prevailed in the 
patients referred to in the table. 

A summary of our records at the end of one year 
revealed that the initial methods of treatment were 
unrewarding. We could find no basis for believing that 
more significant improvement would be produced if 
such therapeutic methods were continued for a longer 
time. Also, there was no information to indicate that 
such patients made more rapid progress under the same 
methods of treatment in other centers. 

The concentration of passive therapeutic efforts on 
such a group of patients with muscular disabilities 
ignored other important problems common to such 
patients. Caused by damaged or absent brain structure, 
cerebral palsy is an aggregate of handicaps: emotional, 
mental, neuromuscular, special sensory (eye, ear) and 
peripheral sensory. Of all these interacting causes for 
retarding physical independence, the mental and emo- 
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tional are perhaps the most important and rival each 
other for first place in the evaluation and treatment of 
some patients. 

From the sum of these experiences it was clear that 
the therapeutic program initially established had sig- 
nificant limitations. It provided a negative environment 
for disabled children. There was no evidence that such 
treatment lessened the degree of muscle spasm, atheto- 
sis or tremor. Improvements noted were usually associ- 
ated with a long time interval. In such instances, 
treatment could not be given unqualified credit, because 
such improvement might be due to concurrent growth 
and development. Repeated but unsuccessful efforts 
provoked frustrations which retarded progress. A sig- 
nificant number of physical therapists refused to work 
in the field of cerebral palsy, because the results of 
their efforts were so discouraging. 

These observations stimulated consideration of the 
normal child’s development in successive stages. The 
normal child grows in a neuromuscular way by a sum 
of successfully completed tasks. A task completed is 
both a satisfaction and a bridge to more complex satis- 
factions, and yet, a normal child does not pursue the 


Breakdown of Diagnoses Seen in 59 Patients at the Edith 
Hartwell Clinic from October 1947 to April 1950 


‘No. 
Diagnosis Patients 

Spastic paraplegia. 4 
Spastic paraplegia due to epidural abscess...... 1 
Quadriplegia, unspecified 1 
Paraplegia due to spina bifida.................... 1 
1 
Total 59 


impossible to the point of detrimental frustration. His 
environment may demand the impossible of him, but he 
must function within the structural level of his neuro- 
muscular endowments. It is usually the ill-advised adult 
who sets the impossible before the developing normal 
child and confounds his growth with frustration. Yet, 
notwithstanding these impediments, it is the rare normal 
child who does not reach the summit neuromuscularly 
at 5 or 6 years. He may have accumulated an incubus 
which will ruin him psychically, but he is completely 
developed neuromuscaularly at that age. 

Our approach has for its basis the premise that the 
progress of any child is no greater than the sum of his 
successful efforts to express himself emotionally, intel- 
lectually and physically. If this is an acceptable premise, 
awareness of the normal in our consideration of the 
child with cerebral palsy becomes a practical necessity, 
although the significance of the normal may be almost 
too difficult to be immediately grasped. A serious effort 
to apply the principle reveals that we have not yet 
made full use of the most obvious resource at our com- 
mand—a knowledge of the immediate environment of 
the child. The normal child succeeds with success. The 


Presented before the Philadelphia Orthopedic Club, Oct. 13, 1950. 

Aided by a grant from the National Foundation for Infantile Paralysis. 

From the Department of Surgery, Division of Orthopedics, University 
of Rochester School of Medicine and Dentistry. 
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cerebral palsy child succeeds in the very same way, but 
the cerebral palsy child is an aggregate of handicaps. 
Because of the limitations of his resources he must have 
his environment simplified in order to make active 
achievement possible. 

There are two obvious ways of improving the rela- 
tionship of the child with cerebral palsy to his envi- 
ronment. For the purpose of presentation they are 
necessarily separated, but in effect they are interacting 
when effectively employed as principles to enhance the 
latent development of the child: 1. Improve the child’s 
internal environment, thereby placing him in a more 
advantageous position. This may be done by the use 
of relaxing drugs; it may be attempted by improving 
the child’s emotional health, it may be attempted by 
improving his mental capacity (unsuccessful thus far), 
or the child may be put through hours of passive 
activity, manipulative efforts to produce the develop- 
ment of patterns of activity which will, if carried over 
into voluntary activity, place the child in a more advan- 
tageous relationship to his environment. 2. Simplify 
the external evironment in such a way as to improve, 
by judicious methods, the child’s manipulative potential 
over gravity, and make use of rewards that may 
be his by voluntary efforts. Such a line of thought 
carried through means a selective use of devices, posi- 
tions and inducements immediately available and re- 
sponsive to even the most simple active efforts. 

Having thus stated the general ways of improving 
the child’s relationship with his environment, let us 
explore the ideas further in more immediately practical 
ways. We can leave behind for purposes of this dis- 
cussion the details related to the obvious and important 
factor of attempting to improve the relationship of the 
child to his external environment by using drugs. The 
potential value of such a relatively simple type of ther- 
apy is obvious if and when it becomes available. The 
reduction of spasm and elimination of extraneous mo- 
tion is a method of giving a child immediate ascendancy 
over gravity. Not so clear, but of tremendous impor- 
tance in cerebral palsy, is the improvement of a child’s 
emotional and mental health with drugs. Drugs have 
been administered to patients with primary amentia 
without success. Indirectly, administration of anticon- 
vulsants occasionally results in a striking success in im- 
proving mental and emotional states and thus a child’s 
active ascendancy over his environment. Advice of a 
psychiatrist in determining the tender points of therapy 
when there are apt to be psychiatric disorders not in- 
frequently assists in reducing mental impediments to 
successful efforts. 

Not so easily discussed because of general acceptance 
is the attempt on the part of many to improve the 
child’s internal environment by long hours of passive 
activity in the hope of carry over into active effort. 
The role of passive exercise in the treatment of a cere- 
bral palsy child must be seen in the light of the basic 
consideration. Does passive treatment improve the child 
sufficiently to warrant its use at the expense of other 
possibly more rewarding ways of achieving an ascen- 
dancy over the external environment? It is our belief 


1. Gesell and others: The First Five Years of Life, New York, 
Harper & Brothers, 1940. 
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that it does not. Such treatment does not take into 
account the complexity of the interaction of child and 
environment and factors inherent in the cerebral palsy 
child, as in the normal child, which make treatment 
necessarily an extremely flexible affair and not subject 
to the dicta of any single approach. About all one can 
say with any assurance is that for each child, regard- 
less of the diagnostic category to which he may have 
been assigned, there are certain exploratory activities 
that have to be carried out, and these are not subject to 
a formulation any less in scope than a full exploitation 
of the child’s voluntary capacity. This sounds like a 
truism but it is as exacting as nature itself, and if we 
disregard it, we are certain not to be looking the prob- 
lem full in the face. 

Why, in the light of the concept of simplification of 
the environment, do passive exercises—passive activity 
—seem to fail to do the facts justice? The answer lies 


mainly in the answer to another question: Do passive 


exercise and passive activity give the child the fullest 
possible ascendancy over his external environment in 
the least time? Let us review again how one may im- 
prove the unfavorable relationship existing between the 
child and his world. In so doing we must state our pri- 
mary goal, which is physical independence. We must 
also return to a definition of progress in the normal 
and the cerebral palsy child. Both progress in the neuro- 
muscular way by the sum of successful voluntary efforts. 
It would be possible to place a normal child in an 
environment sufficiently studiedly hostile to make him 
never want to progress in a neuromuscular way. In the 
same way, the cerebral palsy child in an environment 
devoid of reward, hostile in a relative sense, would fail 
to progress. This is not to say that children do not 
progress under the passive regime. Some of these chil- 
dren progress under any regime. 

But the environment of the child with cerebral palsy 
is not fully exploited under a system which fails to 
satisfy all the criteria of factors which may reduce the 
gradient up which the child must progress against an 
aggregate of handicaps to achieve neuromuscular inde- 
pendence or even some small part of it. These factors 
are multiple and they include the response of the child 
to his own success, voluntary motion however mean, 
which results in some change in relationship between 
the child and his world. This may be a change in the 
relationship of the child to the floor or a change of the 
relationship of something in the room to the child, but 
the important thing about it is that it is a voluntary 
effort which carries with it the connotation of success 
(or failure) and the enormous implication inherent in 
the response to success (or failure) diagnostically and 
therapeutically. “It should be remembered that success 
is as important to a handicapped child as to a normal 
child, if not more so. His response to this success may 
indicate insight into the task that is much more signifi- 
cant than his inability to perform the task unaided.” ' 

The central point, again, is progress as a sum of the 
successful efforts. Successful efforts in the cerebral 
palsy child, as in the normal child, reflect a gradient 
of development that for the particular child has very 
definite although not easily ascertainable value. If the 
emotional and mental factors making up this child’s 
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resistive gradient are enormous, the neuromuscular diffi- 
culty, though mild, will obviously be correspondingly 
more disabling, and the child’s pleasure in performance 
and reaction thereto of considerable significance. There- 
fore, in order fully to exploit the child, one must have 
a way of simplifying the environment to the point of 
making voluntary effort possible, in order to reach an 
understanding of the child’s total resources. It seems to 
us that passive treatment or any formalized treatment 
that does not view the patient in this light does not 
fully explore the patient. The patient is denied one very 
vital factor, success, or at least the chance to give some 
response to success or failure at the level of his neuro- 
muscular ability. Continuous table exercises and the 
accouterments of the passive approach carry with them 
undeniable value within small limits, but they do not 


Fig. 1.—Crawling is motivated by suspension. 


and should not replace a more complete attempt at 
reaching the highest facet of achievement in a child 
and proceeding from there as with Ariadne’s thread. 
We do not give a high enough value to the potential 
for growth in the cerebral palsy child. We must be 
wary lest any form of treatment producing results 
should be misinterpreted as being absolute while, in 
fact, the child may be progressing in spite of it. 

We are still talking about methods ostensibly de- 
signed to improve the child’s internal environment. 
Bracing and the ancillary forms of bracing such as 
standing tables and relaxation chairs are theoretically 
designed to provide a more favorable internal and exter- 
nai environment for the child. Here the advantages and 
disadvantages seem worthy of considerable scrutiny, for 
these factors seem frequently to add to the incubus of 
the external environment, in fact, might almost be 
interpreted in many cases as a final closing in of a 
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world upon a child, denying him the opportunity of 
active voluntary achievement. 

What are the ways, then, in summary, in which we 
would explore the cerebral palsy child’s world? We 
should remember that he, as the normal child, is a 
product of his world, and his progress is a result of 
interaction between him and his external environment. 
Treatment of these children requires learning as much 
about the totality of this interaction as possible and 
working to establish as favorable a balance as possible 
for the child through this knowledge. Initial efforts to 
secure this knowledge are of necessity exploratory, but 
they must be more complete than in the past and can 
become more complete only by establishing interrelated 
approaches and diagnoses which will give us more com- 
plete insight into the child’s responses to success or 
failure in an environment scaled to fit his neuromuscu- 
lar level. Only from such a point, and with continuous 
exploration, can we treat the child through successive 
efficient stages to the level of physical independence of 
which he may be capable. 

The principles of simplification and motivation have 
been incorporated into special devices. They are de- 
signed to be operated within the scope of the patient’s 


Fig. 2.—The dolly stimulates crawling from room to room. 


functional limitations. The patient voluntarily makes 
repeated efforts, because he is rewarded for his efforts. 
The scope and variety of instruments is designed to 
advance the patient gradually to the more complex 
functions which are required for physical independence. 

The following examples illustrate the means by which 
these principles have been applied. The ability to sit 
without the ability to crawl is common to certain 
patients. The 3 year old girl in figure 1 was such a 
patient. By suspension in the crawling position, she had 
her first experience of body movement in response to 
use of her extremities. In this way, she voluntarily 
learned to crawl on the dolly (fig. 2). 

A patient may be able to crawl but be unable to ride 
a tricycle. 

REPORT OF CASE 

J. M., a 5 year old boy, was admitted on Sept. 22, 1948. 
The diagnosis was spastic paraplegia. Treatment consisted of 
physical therapy, occupational therapy and the application of 
braces—bilateral long calipers with a back brace. Although 
the patient crawled with agility, he was unabie to make his 
legs function when his body was in the vertical position. 
Attempts over a period of five months to teach him to ride a 
tricycle (no braces) and to walk with braces failed; he rejected 
efforts to teach him crutch walking. 

In March 1949 he was placed on a stationary tricycle with 
his favorite toy on the end of a string on a reel attached to 
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the right pedal (fig. 3). He learned to ride in 10 days by 
repeatedly getting the toy by winding the string on the reel, 
after which he was transferred to a movable tricycle and was 
able to ride. This was soon followed by a voluntary desire 
to walk. The use of braces was continued except for tricycle 
riding. On July 15 he began walking a few steps with crutches; 
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Fig. 3.—Stationary tricycle with a favorite toy on the end of a string 
on a reel attached to the right pedal. 


there were marked daily fluctuations for one month. The 
brace was replaced with a Freijka splint on August 16. His 
walking gradually progressed in the next two months from 
40 steps (with crutches) to 240 steps. On October 15 he 
remained independent on full length crutches, and in the next 
four months his walking increased to over 500 steps. Canadian 
crutches were applied on Feb. 15, 1950 and on April 15, with 
crutches, he was able to walk 40 feet in 30 seconds, as con- 
trasted with 242 minutes 10 months before and inability to 
walk at all 11 months previously. 


Teaching the patient to walk, with or without braces, 
is a laborious procedure. It requires time each day for 
a physical therapist or attendant to protect the patient 
from falling; fears which result from unavoidable falls 
discourage repetition of the effort. 

The Hartwell Carrier* (fig. 4) was provided to 
enable the cerebral palsy patient to learn the pattern 
of walking more quickly. It is motor driven and has a 


Fig. 4.—Thne Hartwell Carrier motivates crawling, tricycle riding and 
all phases of walking. 


range of 24 speeds under seieciive conisui of the pliysi- 
cal therapist. She may start or stop its motion from any 
of four different locations in the room. The circumfe 

ential length is 84 feet, its operation is essentially silent, 


2. The Triangle Equipment Company, Nutley, N. J. 
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and it has been free from mechanical difficulties during 
the first seven months of operation. 

It serves patients in all stages of learning to walk. 
It is no longer necessary for each patient to be con- 
stantly attended by a therapist to urge him on and 
to try to prevent falls. They can never fall, and the 
problem of fears from other causes is not significant. 
Thus far, there is no evidence that the patient’s atten- 
tion span limits the use of the carrier. On the contrary, 
it is necessary to limit their activity on the carrier to 
avoid fatigue. By contact of feet with the floor during 
the forward movement and the desire to imitate others, 
voluntary movements are initiated. The patient’s posi- 
tion in relation to the carrier is not fixed as to the rate of 
forward movement. With increasing efforts he can move 
forward to the next patient (fig. 5). If the patient is 


Fig. 5.—The patient learns that he is not fixed to the carrier. 


inactive, the carrier gently propels him in the forward 
direction. The use of the Hartwell Carrier is terminated 
when the patient supports himself by holding on to the 
carrier with one or both hands (fig. 6). Then he usually 
learns to walk with the aid of one or two canes. The 
Hartwell Carrier has proven to be a stimulant to the 
patients to crawl (fig. 7) and ride the tricycle (fig. 8) 
as well as walk. Six patients may be accommodated 
simultaneously for activation of these three functions. 
In addition to providing a direct approach to primary 
needs, the motivation of cerebral palsy patients has 
been a great stimulus to the professional personnel 
involved. Because of our initial experiences, it was 
easy for all members of the staff to understand the need 
for motivating the cerebral palsy patient. Appreciation 
for the normal development of physical independence 
through the dominance of successful voluntary efforts 
became the basis for a new approach. The fundamental 
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intellectual endowments could not be improved, but 
each child’s endowments could be made most effective 
when the emotional drive was less retarded by repeated 
failures. With the development and application of new 
resources the cerebral palsy patients, like normal chil- 
dren, began to do things for themselves. This stimulated 
the professional staff, and replaced routine procedures 
by explorations which are essential for the understand- 
ing of each patient's emotional drives and motor 
SUMMARY 

At the Edith Hartwell Clinic the traditional methods 
of passive physical therapy and nigid bracing were 
applied to patients with neuromuscular disorders such 
as cerebral palsy. This form of therapy was not pro- 
ductive. A new, active approach was formulated. This 
approach has for its basis the following premise: A 


Pig. 6—The carrier motivates walking with support of hands only. 


child’s development is no greater than the sum of his 
successful voluntary efforts to express himself emo- 
tionally, intellectually, and physically; children with 
neuromuscular disorders can be stimulated to volun- 
tarily attempt various activities; if the activities are 
suitably simplified, the patient's efforts will be success- 
ful; successes will the child to attempt the 
increasingly complex activities that lead to physical 
independence. 

The child with cerebral palsy presents an aggregate of 
disabilities. To assure successful voluntary efforts, the 
child’s environment must be simplified to the level of 
his emotional, intellectual and physical resources re- 
gardless of chronologic age. This has been done through 
the creation of motivating devices. Examples of the 
application of these are given. 

The physical disability is only one aspect of any 
cerebral palsy patient's multiple handicaps. The pro- 
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fessional staff now directs attention to the full explora- 
tion of each child’s emotional and intellectual! resources 
regardless of the age in years. By initiating voluntary 
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Fig. 8.—The movement pattern for riding a tricycle is motivated both 
actively and passively by the carrier. 


successful physical efforts the patient is graduated to 
successively more complicated functions as required for 


physical independence. 
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RETRORECTAL TUMORS 


Raymond J. Jackman, M.D. 
P. LeMon Clark Ill, M.D. 
and 


Newton D. Smith, M.D., Rochester, Minn. 


Extrarectal masses occurring in the presacral or 
retrorectal region are considerably commoner than the 
literature indicates. The common idea that these tumors 
are rare is explained by the fact that most authors 
on the subject confine their discussion to only the 
congenital or anomalous group, failing to take note 
of the inflammatory and neoplastic varieties. Since a 
wide variety of lesions may occur in this region and 
since many of them are asymptomatic, being discovered 
only on routine digital examination of the rectum, the 
examiner may be at a loss as to how to deal with them. 
In the making of a differential diagnosis, as well as in 
the treatment, it may be necessary to call on the neu- 
rologist, neurosurgeon, roentgenologist and orthopedist, 
each of whom should know his limitations in dealing 
with them. These tumors are of interest to the proctolo- 
gist from the standpoint of differential diagnosis and 
because some of them, particularly the dermoids, are 
not uncommonly manifested as perianal sinuses and 
thus confused with anorectal fistulas. In many instances 
histopathological examination of excised tissue is needed 
before a definitive diagnosis can be made. 

After the publication of Middeldorpf’s' article in 
1885, in which he reported a case of teratoma in a 
1 year old child and then rationalized on its pathogene- 
sis, most extrarectal tumors occurring on the posterior 
rectal wall have been designated as Middeldorpf tumors. 
Under strict usage, however, only teratomas in this 
region should be called Middeldorpf tumors.* 


ANATOMY OF THE RETRORECTAL REGION 

For the understanding of the spread of retrorectal 
tumors, particularly the inflammatory and what we 
have chosen to designate as the chemical varieties, a 
description of the retrorectal space or presacral region 
is necessary. Actually, it is not a space but becomes 
one only when the rectum is displaced anteriorly by 
tumor formation (fig. 1). It is bounded anteriorly by 
the rectum and posteriorly by the sacrum. It extends 
upward or proximally to a point where the peritoneum 
is reflected onto the rectum, that is, at about the junc- 
tion of the second and third sacral segments. Below or 
distally the levators ani and coccygei muscles form the 
floor, while laterally the boundaries are again the perito- 
neal reflection assisted by the lateral rectal stalks. 


Fellow in Surgery, Mayo Foundation (Dr. Clark). 

From the Section on Proctology, Mayo Clinic (Drs. Jackman and 
Smith). 

Read before the Section on Gastro-Enterology and Proctology at the 
Ninety-Ninth Annual Session of the American Medical Association, San 
Francisco, June 29, 1950. 

1. Middeldorpf, K.: Zur Kenntniss der angebornen Sacralgeschwiilste, 
Virchows Arch. f. path. Anat. 101:37 (July) 1885. 
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The space contains branches of the sacral plexus, as 
well as branches of the sympathetic plexus of nerves. 
It contains also the middle sacral, ileolumbar and 
middle hemorrhoidal vessels and lymphatics. 


PRESENT STUDY 

Our study consists of a review of the records of 
all patients with a sacral, presacral or retrorectal mass 
which was manifested objectively as an extrarectal mass 
on the posterior rectal wall. The study covers a 14 
year period (1935 through 1948) and concerns all 
patients with the above designated type of tumor. 
Several individual and group reports of some of these 
same cases have been presented previously by other 
authors from this institution but the group as a whole 
has not been reported. We have, in general, followed 
the classification used by Lovelady and Dockerty.’ 

During this 14 year period there were 114 patients 
with palpable retrorectal tumors. In general, they fell 


Source of retrorectal ‘Dentate margin 


inHammatory process. 


Fig. 1.—Retrorectal space showing rectum displaced anteriorly 


into two main groups: (1) those with indeterminate 
tumors for which no tissue was available for diagnosis 
and (2) those with determinate tumors for which tissue 
was availabie. 

Indeterminate Tumors.—Thirty-two (28 per cent) 
of the 114 patients did not have any tissue removed, 
so that a definitive diagnosis could not be made. There 
were 17 males and 15 females. The ages varied from 
1 to 76 years. The tumors were considered, on the basis 
of proctoscopic, clinical and roentgenologic studies, to 
be malignant in 19 cases, benign in 10 and indetermi- 
nate in 3. Obviously in this group a high percentage 
of lesions was thought to be malignant, and the extent 
of the malignancy was a deterrent in offering surgical 
treatment to the patient. 

Determinate Tumors.—It was with the group of 82 
patients who came to operation and from whom tissue 
was available for pathological study that we were pri- 
marily concerned. There were 39 women and 43 men. 
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We have classified the tumors into five main categories: 
(1) inflammatory, (2) congenital, (3) neurogenic, (4) 
osseous and (5) miscellaneous tumors. 


INFLAMMATORY TUMORS 

The inflammatory tumor is by far the commonest 
retrorectal mass. Excluded, of course, are the infected 
dermoids and teratomas which will be considered sepa- 
rately. It should be emphasized that we are presenting 
data on only 18 cases of this type of lesion encountered 
during the 14 year period represented by our study, 
but these cases comprise only those lesions which 
offered a problem in differential diagnosis because of 
their large size and the symptoms they produced. Also 
it should be pointed out that during this same period 
there were many internal fistulas and lesser inflamma- 
tory processes which were not included in our study 
because the diagnosis was readily made. However, in 
several instances some of the smaller retrorectal masses 
that were thought clinically and by proctoscopic exami- 
nation to be chronic internal abscesses or fistulas were 
found at the time of operation to be small infected 
dermoids, and in a few instances the converse was 
also true. 

In this group of 18 cases there was nothing remark- 
able about the sex distribution. The presenting presacral 
or retrorectal mass was relatively large in all instances. 
Six of the 18 lesions were chronic internal abscesses or 
incomplete internal fistulas; of the six, four occurred 
in men and two in women, and the patients’ ages 
ranged from 30 to 61 years. Eight lesions were com- 
plete internal fistulas; of these, six occurred in men and 
two in women, and the ages ranged from 36 to 66 
years. Four were chemical tumors, that is, “oleomas” 
resulting from the injection treatment of internal hemor- 
rhoids; two of these occurred in each sex, and the 
patients’ ages ranged from 41 to 58 years. Lateral and 
anteroposterior roentgenologic studies of the sacro- 
coccygeal zone in 10 cases of this group did not show 
any bony changes, but in three a presacral soft tissue 
mass was reported. Symptoms consisted of low back 
pain, a feeling of fulness and pressure in the rectum 
and, in some instances, a purulent discharge from the 
anal canal. Neurological findings were normal. 

Proctoscopic examination showed presacral masses 
of variable sizes, the overlying mucosa of which was 
normal. In some instances a draining sinus in the pos- 
terior wall of the anal canal or pus exuding from a 
crypt in that region aroused suspicion of the correct 
diagnosis, but all the above mentioned symptoms and 
observations are also consistent with an infected der- 
moid. Making the final diagnosis required examination 
with the patient under caudal and sacral block anes- 
thesia with removal of tissue for pathological study. 

In the four cases of chemical tumor the nature of the 
process was suspected preoperatively because of the 
history of injection treatment of internal hemorrhoids. 
In one of these cases the injections had been given 
14 years before the patient was examined by us, but 
removal of tissue from the mass showed a chronic 
inflammatory reaction of dense hyalinized fibrosis in 
the framework of which were seen lymphocytes, fibro- 
blasts and foreign body giant cells (fig. 2). Treatment 
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of internal abscesses and fistulas of the retrorectal 
region is the same as the treatment of other anorectal 
inflammatory processes and basically consists of pro- 
viding adequate drainage. In some instances, enlarge- 
ment of the primary source and elimination of over- 
hanging ledges with packing of the abscess cavity 
proved sufficient. In other cases in which the process 
was of a more chronic nature, it was necessary to lay 
the entire lesion open through an intrarectal approach. 
It was sometimes necessary to use hot retention enemas 
or roentgen therapy during the postoperative course to 
produce complete resolution of the inflammatory proc- 
ess. With the chemical tumors it was impossible to 
remove all the mass in most instances because of its 
adherence and because the surgeon believed that com- 
plete removal would do the patient more harm than 


of the posterior wall of 


Fig. 2.—Section from a large chemical tumor 
rectum showing globules of oil in the tissue (hematoxylin and eosin 


the 
x 75). 


good. Use of hot retention enemas and roentgen ther- 
apy helped relieve the low back pain and pressure 
symptoms. 

The prognosis for patients with inflammatory tumors 
that is, those of the abscess and fistula variety, is the 
same as that for patients with other types of anorectal 
inflammation. The sequence of events is infection in a 
crypt and spread of the process upward into the retro- 
rectal space, after which the extension of the abscess is 
limited only by the peritoneal reflections. The initial 
abscess (1) may rupture, producing a secondary open- 
ing higher up in the rectum, (2) may drain back 
through its primary source, producing an incomplete 
internal fistula or (3) may produce a chronic inflamma- 
tory reaction, forming a walled-off accumulation of pus. 

The chemical tumors result from the use of a mineral 
oil medium in the injection treatment of internal hemor- 
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rhoids or rectal prolapse. An oleoma type of tumefac- 
tive inflammatory reaction is set up. The use of 5 per 
cent solution of phenol in mineral oil will produce 
this tumefactive lesion almost without fail, and it has 
been shown to be the mineral oil base and not the 
phenol that is the offender.*” Vegetable oils are much 
less likely to produce such a reaction. The xature of 
these tumors may vary considerably from a small sub 
mucosal nodule to a large annular stricture. We are 
considering here only the few cases in which the large 
oleoma was confined to the presacral region and pre 
sented a problem of differential diagnosis from other 
presacral lesions. In two of the four cases considered 
herein, the tumor filled the entire hollow of the sacrum 

In the differential diagnosis of inflammatory tumors 
proctoscopic examination showed an overlying norma 
mucosa with a primary source and a secondary open- 
ing in some instances. There was nothing in the symp- 
toms to differentiate definitely the tumors of the 
inflammatory type from those of other classes. All the 
patients were adults in contradistinction to the fact that 
teratomas were usually seen in infants. Roentgeno- 
logic studies of the sacrum and coccyx atin 
in that, for the most part, they gave normal results. 
Neurological findings were not abnormal. In the diag- 
nosis of chemical tumors the history of injection treat- 
ment was of value. A definitive diagnosis was arrived 
at only on examination with the patient under anes- 
thesia and by removal of tissue for biopsy. 


CONGENITAL TUMORS 

Several articles have been written dealing with the 
embryologic factor in the pathogenesis of congenital 
tumors of the retrorectal region and showing that this 
region is a site where many complex fetal changes 
occur. We found in our study that the congenital type 
of retrorectal tumor had the greatest incidence of any of 
the main classifications (32 patients, or 39 per cent 
of those in the determinate group). Fourteen of the 
32 congenital tumors were diagnosed as chordomas, 
seven as teratomas, five as dermoid cysts and six as 
meningoceles. 

Chordomas.—Some authors have placed the chor- 
domas in the osseous group, but since they presumably 
arise from fetal remnants of the notochord we have 
chosen to place them in the congenital category. Though 
they are generally thought to be rare lesions, we found 
them to be the commonest congenital tumor (14 of the 
32 cases). Nine of the 14 patients were men and five 
were women. The ages varied from 31 to 69 years. 
Though chordomas may occur any place along the spinal 
column, 70 per cent occur in the presacral region and 
can be palpated as a retrorectal mass on digital exami- 
nation of the rectum. Tissue sections showed a cellular 
structure not unlike notochordal tissue, that is, physalif- 
erous or vacuolated mucus-containing cells. There was 
a lobulated arrangement of the tumor cells which grew 
in cords. From a histological standpoint these tumors 
are benign but they may become malignant. 


4. Jackman, R. J.: The Differential Diagnosis, Pathologic Aspects and 
Treatment of Rectal Tumors of Chemical Origin: Report of Cases, Proc. 
Staff Meet., Mayo Clin. 15: 188 (March 20) 1940. 

5. Whittaker and Pemberton.*e Lovelady and Dockerty.® 
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The prognosis in all 14 cases was poor because of 
local invasion and the inability of the surgeon to remove 
them completely. The best treatment was surgical, the 
approach being through an incision from the anus to 
the sacrum, with removal of the coccyx and part of the 
sacrum. In all 14 cases roentgen therapy was given, 
but its value was questionable. Dysfunction of the blad- 
der due to pressure on nerves was almost constant. 
Pain occurred early and was rectal, gluteal, low back 
or perineal, with or without extension to the sciatic 
region. In 11 of the 14 cases a history of trauma was 
given. On digital examination the retrorectal tumor 
was hard, smooth, symmetrical and larger than most 
other lesions that occur in this region. On proctoscopic 
examination the overlying mucous membrane was nor- 
mal and intact in all cases. 

On roentgenologic study, the most characteristic fea- 
ture is that chordomas usually cause expansion of the 
sacrum, especially in its anteroposterior diameter, with 
a variable amount of destruction of the lower sacral 
segments. Evidence of a soft tissue mass may be pres- 
ent. The roentgenologic findings are difficult to differ- 
entiate from those 
of a giant cell bone 
tumor. Two of these 
patients were ex- 
amined while they 
were under anes- 
thesia, and tissue 
was removed for 
microscopic study 
by an _ incision 
through the pos- 
terior rectal wall. 

Teratomas.—The 
seven patients with 
teratomas repre- Fig. 3.—Tooth which had eroded through 
of all the definitive proctoscopic examination only. 
tumors, or 22 per 
cent of the congenital tumors. These are the true 
Middeldorpf tumors. All our seven patients were fe- 
males, and though the ages varied from 2 months to 61 
years, five were 1 year old or less. In two of the seven 
cases the lesion was considered malignant by virtue of 
the presence of a grade 4 adenocarcinoma within the 
tumor. 

A teratoma is an encapsulated cystic or solid tumor 
in which more than one germ layer is represented, and, 
therefore, more complex structures are found in them, 
such as bone, cartilage, muscle, teeth (fig. 3), nerve 
tissue, fat and intestinal mucosa. The cyst may be 
lined with squamous, cuboidal, ciliated or cylindric 
epithelium. 

Pathogenesis: Various theories of the genesis of tera- 
tomas have been proposed, such as that they arise from 
remnants of the neurenteric canal, or from remnants of 
the postanal gut, as suggested by Middeldorpf, or that 
they have a bigerminal or a monogerminal origin. 

Prognosis and Treatment: Although these tumors are 
encapsulated and complete surgical removal is theoreti- 
cally possible, complete removal is seldom accomplished 
because of their size, secondary infection, extension and 
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damage to adjacent structures. The prognosis, in gen- 
eral, is not good and the tendency to recur is great. 
In five of our seven cases the prognosis was considered 
good. Treatment is surgical removal, with or without 
subsequent roentgen or radium therapy. 

Differential Diagnosis: It should be kept in mind that 
this type of tumor is oftenest seen in infants and the 
newborn (five of seven cases in our series). It rarely 
occurs in adults. It may rupture, discharging bone or 
teeth. Digital and proctoscopic examination may show 
protruding tooth or bone. Roentgenographic examina- 
tion may reveal extensive pressure deformity of the 
sacrum as well as calcification in the tumor. According 
to Camp and Good,° a teratoma can be differentiated 
from spina bifida and meningocele by roentgenologic 
evidence of decalcification of eroded bone, while sepa- 
ration of the lamina is clearly defined in cases of spina 
bifida and meningocele. 

Dermoid Cysts.—Presacral dermoids are not so un- 
common as is generally supposed. Though we found 
only five cases indexed in the group of presacral or 
retrorectal masses, there were an additional seven cases 
during that same period in which the preoperative diag- 
nosis was internal abscesses or fistulas but in which the 
lesions turned out to be small infected dermoid cysts. 
These were removed by an intrarectal approach. We 
have not included these seven cases in our study. In 
this type of case there may be repeated operations for 
perianal draining sinuses without cure, until finally the 
long-continued infection plus the operative procedures 
result in anal incontinence. Therefore, in the considera- 
tion of the etiological basis for so-called recurrent fistula, 
as well as for any retrorectal inflammatory process, the 
possibility of an infected dermoid should be taken into 
account. Dermoids in this region give rise to symptoms, 
as a rule, only after they become infected, and a not 
uncommon finding on routine digital examination of 
the rectum is a small soft symmetrical mass in the 
anterior sacrococcygeal region. It is our opinion that 
these noninfected dermoids should be removed by an 
intrarectal approach. The lesions in our five cases were 
large infected dermoids, three of which were in females 
and two in males. One of them was diagnosed by tissue 
section as an epidermoid cyst. The ages ranged from 
5 to 23 years. 

Pathogenesis: The cause of this type of lesion is a 
faulty inclusion of ectoderm when the embryo coalesces. 
They may arise from Luschka’s gland (coccygeal 
body). They may be unilocular or multilocular, and 
some authors believe that they arise from remnants of 
the neurenteric canal. 

Prognosis and Treatment: As to life, the prognosis is 
good, but long-continued infection and repeated surgical 
episodes may result in anal incontinence. Recurrence is 
common because of the residual cyst wall. Treatment 
consists of surgical removal. If all the cyst cannot be 
removed, it may be well to apply radium. 

Differential Diagnosis: This is concerned principally 
with anorectal fistula. Also in any retrorectal inflam- 
matory process the possibility of an infected dermoid 
should be considered. If hair is extruded from a rup- 
tured cyst, the diagnosis can be made with certainty. 
Proctoscopic examination and the probing of sinuses 
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may be of some value in differentiation. Roentgenologic 
studies of the bony region may show some pressure 
erosion of the anterior part of the sacrum. 

Meningocele.—This lesion was present in six pa- 
tients, who represented 7 per cent of all determinate 
tumors, or 19 per cent of the congenital tumors. There 
were five females and one male, and the ages varied 
from birth to 52 years. In three of the six cases the 
lesion extended into the retrosacral region, and in three 
it extended into the presacral region. All patients sur- 
vived operation, and three on whom follow-up data 
were available were alive and well seven, six and four 
years later, respectively. 

This is a relatively rare retrorectal tumor. As the 
name implies, the lesion is a herniation of the meninges 
through a defect in the sacrum, resulting from a failure 
of fusion of the laminae. In treating this type of lesion, 
the neurosurgeon attempts to ligate the sac as high up 
as possible. In the preoperative diagnosis roentgeno- 
logic study furnishes the greatest assistance by showing 
a defect in the sacrum and separation of the laminae. 
In one of our cases digital and proctoscopic exami- 
nation disclosed a retrorectal cystic mass high up on the 
posterior wall with overlying normal mucosa. 


NEUROGENIC TUMORS 


Several types of tumors that occur in the retrorectal 
region have their genesis in nerve tissue. There were 
12 such tumors in the group of 82 determinate retro- 
rectal lesions (15 per cent). Five were neurofibromas, 
six were ependymomas and one was a neurilemmoma. 
This group of lesions should be dealt with by the neu- 
rologist and neurosurgeon, but since they do comprise 
a small percentage of retrorectal masses and enter into 
the problem of differential diagnosis we have included 
them in our study. 

Neurofibroma.—Of the five neurofibromas, three 
occurred in men and two in women. The ages ranged 
from 21 to 51 years. Two of the tumors represented 
recurrence after previous operation. This is a benign 
type of tumor which may arise from any of the spinal 
nerve roots and is frequently asymptomatic. On digital 
examination of the rectum a firm mass of variable size 
and location and usually of irregular shape may be 
palpated. It is likeliest to be unilateral, located high 
on the posterior rectal wall with overlying normal 
mucosa. From a roentgenologic standpoint it falls into 
the group of tumors that arise within the sacral canal; 
as they grow they produce erosion of the canal, or if 
they extend along nerve roots they may produce erosion 
of sacral foramina. Though frequently asymptomatic 
they may cause pain that extends along nerve roots 
and dysfunction of the rectum and bladder. The treat- 
ment is removal, but complete removal is sometimes 
difficult or impossible and, therefore, recurrences are 
not uncommon. The prognosis is good if the tumor is 
completely removed. 

Ependymomas.—Of the six ependymomas, which 
represented 7 per cent of all determinate lesions, four 
occurred in males and two in females. The ages ranged 


6. Camp, J. D., and Good, C. A., Jr.: The Roentgenologic Diagnosis 
of Tumors Involving the Sacrum, Radiology 31: 398 (Oct.) 1938. 
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from 3 months to 57 years. Five were considered malig- 
nant by virtue of their histopathological characteristics 
and clinical course. One was benign, and the patient 
was alive and well 12 years after operation. These 
tumors arise from the cauda equina, and the symptom 
of pain is outstanding and referable to nerve root 
irritation, producing rectal and vesical dysfunction. 
The neurosurgeon can rarely accomplish complete extir- 
pation, and consequently the prognosis is not good. 

Neurilemmoma.—This rare tumor occurred only 
once in our group. The patient was a 41 year old man, 
who for 11 years had had a dull ache and tenderness 
in the lower part of the back. A large presacral tumor 
could be palpated. There was no roentgenologic evi- 
dence of its presence. The tumor was completely re- 
moved, and the prognosis was good. 


OSSEOUS TUMORS 

Exclusive of the patients with chordoma, which we 
have considered in the section on congenital tumors, 
there were only five (6 per cent) with tumors arising 
from the bony sacrum and presenting as retrorectal 
masses. 

Osteogenic Sarcoma.—This accounted for two of 
these five patients. Both tumors occurred in females 
aged 11 and 23 years, respectively; these ages corre- 
spond to those of patients who have this lesion else- 
where in the body. The symptoms consisted of low back 
pain of relatively short duration as compared to the 
duration of the pain of most other presacral tumors. 
Roentgenographic evidence of bone destruction was the 
most characteristic feature. A biopsy in one case and 
a subtotal resection in the other were followed by 
radiation. The prognosis in both instances was poor. 

Cartilaginous Tumors.—The tumors in these two 
cases were both considered malignant, although one 
was diagnosed as a cellular chondroma. One patient 
was a woman aged 22 years, the other a man aged 
50 years. A definitive diagnosis was made by biopsy. 
Surgical removal was impossible and radiation therapy 
was of no value. The prognosis was poor in both cases. 
Local recurrence is usual after removal in such cases. 

Giant Cell Tumors.—The single patient in this cate- 
gory was a 15 year old boy. Removal of the tumor was 
followed by roentgen therapy. The patient was alive and 
well eight years later. 


MISCELLANEOUS TUMORS 


Fifteen patients (18 per cent) with retrorectal tumors 
did not fit into any particular category. 

Lipoma.—The two patients with lipoma were women 
aged 42 and 53 years. A large, soft, palpable retro- 
rectal mass in each case was not visible on roentgeno- 
logic examination. One of the patients had two lipomas 
elsewhere on the body surface. Both of the retrorectal 
lipomas were removed surgically, and the prognosis 
was good. 

Plasma Cell Myeloma.—In two of the three patients 
with this lesion the presacral mass was part of a general- 
ized process, and in the third, as far as we were able to 
determine, it was localized. Two men and one woman 
were affected, and the ages ranged from 48 to 60 years. 
Biopsy afforded the diagnosis. The prognosis was poor. 


J.A.M.A., March 31, 1951 
Hemangio-Endothelioma.—Of the two patients with 
this type of lesion, one was a girl aged 3 years and one 
was a boy aged 15 years. Both had roentgenologic 
evidence of spina bifida occulta, and both died within 
six months of the biopsy. 

Fibrosarcoma and Leiomyosarcoma.—A 30 year old 
woman with a retrorectal mass was proved to have a 
fibrosarcoma, and a man aged 26 years and a woman 
aged 51 years were proved to have leiomyosarcoma. 
The prognosis in all three cases was poor. 

Metastatic Tumors.—The four patients with meta- 
static tumors in the sacrum that produced presacral 
masses were all men whose ages ranged from 19 to 73 
years. Three of the tumors were metastatic adenocarci- 
nomas, and the fourth was a highly malignant lesion of 
indeterminate type. The primary source could be de- 
termined in only one case, in which there was an an- 
nular carcinoma of the sigmoid. Roentgenographic 
studies were of the most value in the differential diag- 
nosis. 

One retrorectal mass had to remain unclassified even 
though biopsy tissue was malignant. The prognosis in 
the cases of metastatic and unclassified tumors was, of 
course, poor. 


COMMENT AND SUMMARY 

The 82 patients with determinate tumors were about 
equally distributed between the sexes. However, certain 
specific types of tumors had a sex and age predilection; 
for example, chordomas tended to occur in male adults, 
while teratomas and meningoceles were commoner in 
female infants and children than in other categories. 
For the group as a whole the chief symptoms were 
backache, pain in the leg and dysfunction of the bladder 
and bowel, with low backache being the commonest 
symptom. Other symptoms consisted of rectal pain, 
constipation, paresthesias and difficulty in walking. 
Hemorrhoidectomy had been done on five patients dur- 
ing the course of their symptoms from the presacral 
tumor; three of these had chordomas, one had a dermoid 
and one had a neurofibroma. This again serves to 
emphasize the importance of digital and proctoscopic 
examination; a digital examination of the rectum is an 
especially important diagnostic procedure for patients 
complaining of low back pain. In our series, procto- 
scopic examination ruled out the rectum as an etio- 
logical site for the primary tumor, and in the case of 
inflammatory and dermoid tumors it was an aid in the 
definitive diagnosis. 

Roentgenologic study of the pelvis was. probably the 
most helpful single diagnostic procedure in the attempt 
to separate these tumors into three groups, namely, (1) 
those arising from the sacral canal, the commonest of 
which was the ependymoma, which causes erosion of 
the canal by expansion and pressure, the margins of the 
bone being sharp and well defined (neurofibromas may 
produce a similar picture); (2) those arising from the 
sacral body itself, which were commonly characterized 
by a picture of expansion of the sacrum by an infil- 
trative process, and (3) those arising from structures 
adjacent to the sacrum, such as the teratoma that pro- 
duces a picture of anterior sacral erosion and appears 
as an extrinsic mass which may contain teeth or bone. 
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However, in most instances a definitive diagnosis could 
be made only after histopathological study of tissue. 
Patients with retrorectal masses should be questioned 
about injection treatments for hemorrhoids, and, in the 
presence of a recurrent anorectal fistula that has been 
operated on often, an infected presacral dermoid should 
be considered as a possibility. 

The prognosis for patients who have inflammatory 
and congenital tumors, aside from chordomas, is good. 
Of the neurogenic tumors the neurofibromas and neuri- 
lemmomas respond well to treatment. For the group 
of retrorectal tumors as a whole, the prognosis was 
favorable in about 50 per cent and poor in the re- 
mainder. 


ABSTRACT OF DISCUSSION 


Dr. A. GERSON CARMEL, Cincinnati: This presentation is a 
classic. The magnitude of this paper may be appreciated when 
one considers chordomas, for example, of the sacrococcygeal 
area. Over an 88 year period, beginning with Luschka’s de- 
scription in 1856, 120 cases could be collected in the litera- 
ture. This averages 1.3 cases per year for the entire literature. 
The authors alone have 1.2 cases per year. Included in this 
paper are practically all the types of lesions which the clinician 
may encounter in the retrorectal space when examining a 
patient. 

In searching the records at the Cincinnati General Hospital 
and the Jewish Hospital back in 1935, I could find only three 
relevant cases. One seems to be of particular interest. The 
patient was a woman, aged 43, with a history of swelling in the 
left buttock for 18 years. After slight trauma six months before 
admission, the tumor began to grow and for two months was 
painful. Examination showed a grapefruit-size mass in the left 
buttock, which was slightly fluctuant at its most prominent part 
but firm elsewhere. Clinical diagnosis was infected lipoma. At 
operation this mass was found to extend upwards, posteriorly 
and medially deep to the coccyx and sacrum. Attempts to ex- 
 tirpate’ it completely would have necessitated resection of the 
sacrum. Removal of as much of the mass as possible without 
bone injury was accomplished and the wounds drained. The 
pathologist reported the tissue as a cyst which probably arose 
from a remnant of the postanal gut. Cases of gluteal masses 
have been reported in the literature, which at autopsy or at 
operation were found to have had meningeal extensions into the 
pelvis usually through bony defects in the body of the sacrum. 
A consideration of retrorectal masses and gluteal swellings with 
retrorectal extensions indicates the importance of thorough 
proctologic investigations in the presence of symptoms below 
the umbilicus. Digital examination should be performed as 
carefully and with as much concentration as the internist em- 
ploys in percussing a chest. It is not always easy to conduct 
such an examination of the retroanorectal space, for example, 
in an obese patient or a child who is apprehensive and straining 
and not thoroughly cleaned out. It is, therefore, stressed that 
when an unusual retrorectal mass is suspected the patient be 
adequately prepared with cleansing enemas, sedation and anes- 
thesia if necessary. Endoscopy should be included. Prior to 
anesthesia, a roentgenogram of the coccyx and sacrum should 
be made which should include lateral and anteroposterior 
views. Stereoscopic roentgenograms are advantageous. Biopsies 
with the patient under anesthesia are advisable. There should 
be no hesitation in taking counsel also with the orthopedist, 
neurologist and neurosurgeon. One should be slow to plunge a 
knife into these masses or into recurrent sinuses about the anus. 
In the latter conditions Hirschman’s method of injecting Beck’s 
bismuth paste may be of help. I understood the authors to say 
they favor an intrarectal approach for the removal of non- 
infected dermoid cysts. This would seem to invite infection, 
and I would appreciate some elaboration on this procedure. 
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Dr. Lewis A. Bulk, Rochester, Minn.: I should like to com- 
ment on Dr. Lahey’s discussion (J. A. M. A. 145:145 [Jan. 20] 
1951) of the paper by Dr. Thorek. For many years I have ob- 
served patients who suffer from chronic ulcerative colitis, and I 
have followed the variations in its management by well known 
members of the profession. All these physicians have experi- 
enced in common the state of confusion which has existed in 
respect to the treatment of this disease. Many changes have 
occurred. New remedies have been adopted and old ones have 
been discarded. Methods of treatment have been employed 
which have varied widely. At one extreme certain psychological 
methods have been utilized by those who adhere to the neuro- 
genic theory of origin of the condition. At another extreme is 
the somewhat nebulous concept which attributes the condition 
to allergy. Some believe that chronic ulcerative colitis is a resid- 
uum of one of the forms of bacillary dysentery or amebic 
dysentery. Some attribute the disease to a specific form 
organism. “Medical management” used to be the most favo 
form of treatment but now it is yielding to surgical treatment. 
I shall be interested in knowing the outcome of studies on the 
effects of vagotomy on this form of colitis. Many surgeons rec- 
ommend radical surgical treatment. There was a time when 
the only operation advocated for this condition was ileostomy, 
and usually this operation was performed as a lifesaving pro- 
cedure. We now observe that colectomy is performed without 
the prohibitive mortality rate which used to attend this opera- 
tion. In fact, the mortality rate given in some reports is so low 
that one wonders if the condition for which colectomy was per- 
formed could have been chronic ulcerative colitis. It is lament- 
able that all of us cannot observe this. condition, through the 
same proctoscope. I gained the impression from the remarks of 
Dr. Lahey that because of the fear of malignant change, one 
must perform colectomy in most cases. Is this interpretation 
correct, Dr. Lahey? 


Dr. FRANK H. LAHEy, Boston: No, Dr. Buie. What I meant 
to state was that in any patient requiring an ileostomy I would 
remove the colon and rectum also at a second stage. I am 
led to speak of malignancy in ulcerative colitis because when it 
is now discovered clinically, it is always too late. For that 
reason I believe that whenever a patient with ulcerative colitis 
has an ileostomy he should have a total colectomy as soon after 
the ileostomy as possible. 


Dr. Bute: I believe you brought out that it is very difficult 
to determine the time when the malignant change takes place, 
and I gained the impression that you believe it is necessary to 
perform colectomy as early as possible in order to prevent the 
malignant process from getting beyond control. I do not know 
how this can be accomplished unless most colons diseased by 
ulcerative colitis are removed. The courage of the surgeon and 
his willingness to attack these conditions radically is worthy of 
commendation. However, | prefer a more conservative attitude. 
There is still a great deal to be said in favor of medical man- 
agement. This is especially true since the advent of the so-called 
wonder drugs. 


Dr. Laney: I can readily understand Dr. Buie’s misinterpre- 
tation of what I had to say about colectomy, because I inter- 
jected this problem of the percentage of malignancy in patients 
with ulcerative colitis who have retained their colons over a 
number of years, and because of the dangers I have just stated. 
What I meant to say is that I believe that at least 60 per cent 
of my patients with ulcerative colitis could be and are satisfac- 
torily handled medically. What worries me about this group of 
cases, with which Dr. Buie is not satisfied and I am not satisfied 
yet, is the accumulating evidence that with the increasing num- 
ber of years, malignancy may develop in these patients with ul- 
cerative colitis who have retained colons after ileostomy and 
who are getting along all right medically. I raise this question 
only because, if it is proved, for instance, in my patients who 
have retained colons for 10 years after ileostomies that the 
incidence of malignancy is multiplied by five, then I would have 
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to change my position that it is all right to leave an ulcerated 
colon in after ileostomy if the patient is free from symptoms, 
to the position that all ulcerated colons should be taken out 
after ileostomy. Other than that, I agree with Dr. Buie and the 
previous speakers. If I had ulcerative colitis, I would be willing 
to submit to medical management, and I feel certain that such 
management would have a good chance of a_ successful 
outcome. 


Dr. Bute: But, Dr. Lahey, am I to understand that only 40 
per cent of your patients are treated surgically? 


Dr. Laney: That is right. 
Dr. Bute: Because of the malignant potentialities? 


Dr. LanHey: No, largely because of more obvious complica- 
tions such as hemorrhage, toxicity, obstruction, perforation, 
eid sphincters and joint infections. 


Dr. Bute: I am happy to know that colectomy is done in only 
40 per cent of Dr. Lahey’s cases of chronic ulcerative colitis, 
but I am wondering what effect his concern about this malig- 
nant potentiality is going to have on his continuance of this 
surgical attack at the 40 per cent level. 


Dr. Laney: We would operate on patients with ulcerative 
colitis on the 40 per cent level largely on the basis of their 
complications which were medically uncontrollable. These are 
the patients with high temperatures, with discharge of blood and 
pus and who are reaching severe stages of toxicity. It is on these 
patients that ileostomies used to be done so late that about 
one in every four died. We would like to do ileostomies earlier 
in this group of cases. In an earlier group (up to 1947) of 147 
cases in which ileostomies were performed the mortality was 22 
per cent; in a later group (1947-1949) of 70 cases the mortality 
was reduced to four. I would like to operate on patients with 
ulcerative colitis who have massive bleeding. I recently had to 
do an emergency total colectomy and abdominosacral removal 
of the rectum in the middle of the night because the massive 
hemorrhage was so uncontrollable that the patient would have 
died if operation had not been performed. I would do a total 
colectomy and abdominosacral removal of the rectum when 
all of these segments of the colon are involved and when there 
is any joint infection. These patients must be operated on early; 
otherwise, if joint disease is permitted to progress, there will be 
cartilaginous erosions and then the removal of the infected 
colon will be too late. I do colectomies for obstruction and 
for multiple sinuses about the anus which produce the rigid 
sphincter so that the patients do not have control. I think Dr. 
Buie and I are in agreement. Probably I did not state my posi- 
tion clearly when I was discussing colectomy in cases of ulcera- 
tive colitis. 

Dr. Bute: I agree with’Dr. Lahey’s restatement of his atti- 
tude toward this problem, and I am glad to have this clarifica- 
tion. I was fearful of the effect of the original presentation on 
those who are not familiar with these conditions and who rely 
on Dr. Lahey and other authorities for advice. 


Hamartoma of the Lung.—The term hamartoma was first used 
in 1904 by the German pathologist Albrecht, who defined it 
as a tumour-like malformation of an organ, made up of the 
normal elements of that organ, but with abnormal mixing and 
quantity of the components and perhaps an abnormal degree 
of differentiation. The hamartomata originally described by 
Albrecht were cavernomata of the liver, cavernomata of the 
spleen, and tuberous fibromata of the medullary substance of 
the kidney. . . The first reports of hamartomata of the 
lung were published in 1845 and 1847, when Lebert and Bleu 
described one typical case each. Both called them primary 
chondromata, but they realized that the growths did not look 
like typical chondromata. All the subsequently reported primary 
“chondromata” of the lung parenchyma—for which we have 
been able to procure the original reports with adequate his- 
tological descriptions—have proved to be hamartomata.— 
C. J. Carlsen and W. Kiaer, Chondromatous Hamartoma of 
the Lung, Thorax, December 1950. 
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AN EPIDEMIC OF DIARRHEA AMONG 
BREAST-FED NEWBORN INFANTS 


Myron E. Wegman, M.D., New Orleans 


Early reports‘ of epidemics of diarrhea in the new- 
born described a symptom complex of considerable 
severity with high attack rates and high case fatality 
rates. It was suggested that the syndrome, while sub- 
ject to the variation of any disease entity, was probably 
caused by a single etiological agent and had a typical 
mode of spread. 

With more direct attention to diarrhea in the new- 
born period, additional epidemics have been reported 
with varying characteristics, some relatively mild and 
some severe.” Known enteric pathogens have occa- 
sionally been demonstrated, and case histories in epi- 
demics have often resembled those of cases with 
unknown origin.* Filtrable viruses have been demon- 
strated by various technics * in some epidemics, but the 
significance of these agents has not been sufficiently 
evaluated. 

Even when no etiological agent has been discovered, 
intensive search has, on occasion, implicated a pre- 
sumed mode of spread, usually faulty formula prepa- 
ration or feeding technic.* Lembcke* described two 
successive epidemics in one hospital: the first was 
limited largely to bottle-fed infants and apparently was 
associated wtih improper technics in the handling of 
formulas; the second, a few months later, was limited 
to breast-fed infants and was thought to be connected 
with poor breast care. In neither case was a specific 
agent demonstrated, but correction of the improper 
conditions was followed by improvement. 

Person to person contamination appeared to be the 
primary mode of spread in the outbreak described by 
Watt,’ from which Salmonella typhimurium was iso- 
lated. The original source was an infected mother with 
whom the infant had had contact only until the com- 
pletion of spontaneous delivery in the aseptic delivery 
room. 

The present epidemic is reported as an example of 
an explosive outbreak in a very large newborn service. 
There were no fatalities, a relatively low attack rate, 
apparent association with breast feeding and impli- 

Dr. Ralph V. Platou and Dr. Alma Sullivan gave permission to include 
the cases from the Tulane and Independent services. 

From the Department of Pediatrics, Louisiana State University School 
of Medicine and the Charity Hospital of Louisiana at New Orleans. 
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cation of a common “antiseptic” technic as a possible 
vector of an unidentified organism. 

In 1947 in Charity Hospital of Louisiana at New 
Orleans there were 8,769 live births, 7,236 Negro and 
1,533 white. Patients are divided on a 2-2-1 basis 
among three medical services, Louisiana State Uni- 
versity, Tulane University and Independent. All three 
services use the same labor and delivery room facili- 
ties. Wards for mothers are separated by race and by 
service, but the nurseries are separated only by race. 
Under ordinary circumstances there is considerable 
interchange of nurses between the two nurseries even 
though they are at opposite ends of a long corridor. 

Figure 1 shows the general plan of the obstetric 
floor. Labor and delivery rooms are in the center. The 
wards for Negro patients are in one wing; for white 
patients, in the other. The nurseries for full term infants 
occupy the space used for solariums elsewhere in the 
hospital; thus they have a central position in their 
respective wings. Premature infants are housed on 
another floor and were not involved in this epidemic. 
The nursery for Negro infants was enlarged several 
years ago and can accommodate 110 infants if the 
bassinets are kept in close juxtaposition. The well 
known stories, by no means apocryphal, of the old 
Charity Hospital of Louisiana with two patients in a 
bed, have been paralleled in the recent baby boom by 
many instances in which two babies occupied a single 
bassinet for several hours until one could be sent home. 
It is to be noted that this did not occur during the 
period under discussion, when the total daily census 
never exceeded 85. 

The sequence of events is shown in figure 2. Data 
for both nurseries are grouped since, as will be shown 
later, there was no apparent difference in attack rates 
between the nurseries for the white and the Negro 
infants. Cases with onset during each 24 hours, begin- 
ning wth April 14, are shown as vertical bars. 


Fig. 1.—Typical general floor plan of Charity Hospital, New Orleans. 


Although single cases of mild diarrhea occurred on 
April 14 and 15 it was not until April 16 that the dis- 
ease assumed epidemic proportions in both nurseries. 
The diarrhea was profuse and watery but the severity 
varied from only slight dehydration to moderately severe 
acidosis. No blood or pus was seen in the stools. Some 
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of the patients improved with only brief parenteral fluid 
therapy but others needed vigorous treatment and blood 
transfusions for several days. The longest period of 
illness before resumption of a normal regimen was 10 
days. 


CASES OF DIARRHEA 


APRIL 14 15 10 17 16 19 20 21 22 25 24 25 26 27 26 29 80 5/1 
Fig. 2.—Cases of diarrhea by date of onset. 


Because of the lack of other obstetric facilities in the 
community it seemed inadvisable to close the delivery 
service, and the following procedures were therefore 
initiated on April 16: Admissions to the regular nurser- 
ies were stopped; all mothers and infants who could be 
discharged were sent home and intensive public health 
nursing follow-up arranged to give postpartum care and 
to bring back promptly any infant who became ill; 
a temporary nursery for newly delivered infants, both 
white and Negro, was set up in an unused obstetric 
ward which had been used for white patients. Since 
the epidemic involved all three pediatric services and 
showed no geographic localization within the hospital, 
responsibility for patients was redistributed to main- 
tain separate medical and nursing staffs for the regu- 
lar nurseries and the new unit. All breast feeding was 
discontinued in order to lessen contacts between the 
nurseries and the maternity wards. After these steps 
were taken, incidence of new cases fell off sharply. 

Detailed questioning of all nurses, attendants and 
physicians who had been in contact with the babies 
or who worked in the formula room disclosed several 
stories of minor illness in the preceding few weeks, 
including three cases of diarrhea. This was no more 
than the usual incidence for the time of year. Careful 
review of the technics used in preparation, storage and 
distribution of formulas failed to reveal any obvious 
lapses or recent changes. 

Specific microbiologic procedures were carried out 
as follows: (1) study of rectal swab cultures, inocu- 
lated directly on S. S. agar and in tetrathionate broth, 
from all sick infants and from all mothers on the 
obstetric wards, including those whose infants were 
not ill as well as the mothers of the sick babies; (2) 
study of rectal swab cultures on S. S. agar from all 
nurses, attendants and physicians in the nurseries and in 
the formula room; (3) examination of fecal material 
from six patients for virus, performed for us by Dr. 
John Buddingh, and (4) standard milk examination of 
samples of formula. 


BREAST 
FEEDING 
10 
45 
51 
\) 
TR= TREATMENT 
EX= EXIT | 
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All investigations yielded negative results and no 
contamination of formulas was discovered. In view of 
these studies it seems unlikely that this epidemic could 
have been due to Shigella, Salmonella or the Buddingh- 
Dodd virus. 

Restrictions on contact between infants and mothers 
were removed after eight days, on April 24, and the 
infants were allowed to return to breast feeding. Just 


TABLE 1.—Attack Rates for Diarrhea According to Race 
and Type of Feeding 


Exposed, 
No. Ill, No. Rate, % 

White 

Negro 


* This group includes those infants who had been breast fed one or 
more times. 


as the last sick infant from the first outbreak was being 
discharged, new cases appeared in the temporary nurs- 
ery, and the control measures were reinstituted. Bac- 
teriologic investigation again gave completely negative 
results. Since most infants in Charity Hospital are 
breast-fed, importance had not previously been attached 
to the predominance of breast-fed infants in the first 
outburst. The recrudescence following the restoration 
of the previous routine threw suspicion on the breast- 
feeding technic as a possible means of spread. Analysis 
of the information regarding the feeding of both 
unaffected and ill children was therefore undertaken. 

The data in table 1 are divided according to the type 
of feeding and the race of the infants. Greater incidence 
among breast-fed infants is brought out clearly, and the 
rates for the two races are similar. Even among the 
breast-fed infants the attack rate was low, less than | 
infant in 6 being involved. Only one case was observed 
in an exclusively bottle-fed baby and that was a child 
in the nursery for white infants, a much less crowded 
unit. The data are presented in terms of the number 
of infants rather than person-days since the figure for 
mean person-days exposed was almost identical for 
exclusively breast-fed and exclusively bottle-fed infants. 


TABLE 2.—Attack Rates for Diarrhea According to 
Type of Feeding 


Exposed, 
No. Ill, No. Rate, % 


Table 2 separates those infants who were both breast 
and bottle fed, not for complementary feedings but 
because of the change from one method of feeding to 
the other, usually in connection with the general cessa- 
tion of breast feeding as a control measure for the 
epidemic. The rate for these infants, 9.5 per cent, is 
intermediate between the other two groups, and the rate 
for exclusively breast-fed infants approaches the level 
of one in five. 

In order to measure more accurately the influence 
of the breast-feeding contact, attack rates were calcu- 
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lated per 100 person-days of actual breast feeding. 
Thus, if during a five day stay in the hospital an infant 
was breast-fed two days and bottle-fed three days, he 
is credited as contributing two person-days of breast 
feeding. The 110 babies who were exclusively breast 
fed contributed a total of 242 person-days of breast 
feeding, while the 95 babies who had both breast and 
bottle feeding contributed a total of 127 person-days 
of breast feeding. If one relates the observed cases of 
diarrhea in the two groups to the total number of 
person-days of breast feeding (table 3) the rates for 
those exclusively breast-fed infants and those who also 
had an interval of bottle-feeding are similar and sup- 
port the assumption that exposure to the breast was 
probably the important factor in the incidence of the 
disease. 

In searching for possible means of mass contami- 
nation among breast-fed infants it was found that the 
hospital was still using the routine of prenursing cleans- 
ing of mothers’ nipples with pledgets of cotton soaked 
in boric acid solution. After observation that a similar 
routine had been used in the hospitals in which he had 
studied epidemics of diarrhea, Lembcke ° had suggested 
that this procedure might be a mode of spread. He was 
able to infect boric acid solution with Streptococcus 
fecalis and Escherichia coli, although he did not exam- 
ine the solutions which were actually in use on the 
hospital wards. 


TaBLE 3.—Attack Rates for Diarrhea According to 
Duration of Breast Feeding 


Breast Breast and 
Alone Bottle 
Breast feeding, person-days............... 242 127 
Rate per 100 8.3 7.1 


The technic in use in Charity Hospital provided for 
preparation trays with covered metal jars containing 
pledgets of previously sterilized cotton soaking in boric 
acid solution. The pledgets were theoretically picked 
out with sterile forceps which were on the tray in a 
jar of antiseptic solution. There was supposed to be 
one tray for each ward but not infrequently there was 
interchange of trays among the several wards. 

Cultures were therefore made in brain broth and on 
blood agar plates from the jars of cotton pledgets 
covered with boric acid solution. Four of the jars were 
sterile but one yielded Staphylococcus aureus and one 
Staphylococcus albus, neither coagulase positive. 

In view of this finding, all prefeeding cleansing of 
mothers’ breasts was discontinued. Special attention 
was given to the breasts during the mother’s daily soap 
and water bath and the hands were cleaned before each 
feeding. With the institution of the new routine all 
babies who could nurse were put back on a breast- 
feeding schedule. No further outbreaks appeared. 

There is no evidence that the organisms found in 
the boric acid solution actually caused the epidemic, 
but they indicate a potential means of contaminating 
breasts with a diarrhea-producing agent. The cause may 
have been a virus or some bacterium not commonly 
recognized as an enteric pathogen. It is not clear how 
the suggested vector was infected, and it is possible that 
one of the nurses or attendants was the source. Rela- 
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tively simple measures ended the epidemic, however, 
and if nurses or attendants were at fault one might have 
expected at least isolated cases to continue to occur. 
This was not the case. 

It seems clear that any epidemic of diarrhea among 
the newborn must be investigated according to the 
particular epidemiological picture it presents. Etiology 
and mode of spread may vary widely and the reported 
differences make it unlikely that a single agent will be 
found for this disease syndrome. Meticulous attention to 
the details of operation of hospital services for the new- 
born and frequent reevaluation of technics * are essen- 
tial if the newborn is to be fully protected. 


SUMMARY 


An epidemic of diarrhea, explosive in character, with 
two peaks of incidence, occurred in an 18 day period 
among 367 exposed newborn infants. The total attack 
rates were low but breast-fed infants were primarily 
affected. There were no fatalities and no etiological 
agent was discovered. A possible vector, in the form of 


contaminated boric acid solution used for breast hygi- 


ene, has been implicated. 


HOMOLOGOUS SERUM JAUNDICE 


AN OCCUPATIONAL HAZARD TO 
MEDICAL PERSONNEL 


Merlin L. Trumbull, M.D. 
and 
D. J. Greiner, M.D., Memphis, Tenn. 


During the past eight years much attention has been 
focused on the epidemiology and other public health 
aspects of infectious hepatitis and homologous serum 
jaundice, especially the accidental transfer of these dis- 
eases through parenteral infusions and immunizations. 
However, little has been recorded concerning the pos- 
sible risks to medical personnel who handle blood 
and its derivatives. At the time of this writing there 
have been only two reports' devoted to this subject, 
and they have appeared in the literature in the last 14 
months. It appears that hepatitis of this origin is much 
commoner than this scant: attention reflects, for in 
Memphis, Tenn., there have been 16 such cases among 
medical personnel in four hospitals during the past three 
years. Therefore, the purpose of this report is to record 
these cases, to emphasize the importance of the acci- 
dental transfer of jaundice, usually of the homologous 
serum variety, to employees whose occupation exposes 
them to infected blood and to discuss possible existing 
means of combating it. 


REPORT OF CASES IN BLOOD BANK PERSONNEL 


Case 1.—M. C., a 46 year old white woman, had been em- 
ployed as an aide in a hospital blood bank since 1943. Her 
work consisted of cleaning and preparing nonexpendable trans- 
fusion sets and sharpening needles. She noticed the onset of 
nausea and vomiting about June 1, 1949. In a few days she 
had a slight headache followed by a gradually deepening jaun- 
dice. Her past history was not remarkable except for some 
chronic arthritis and myositis, and she had been able to work 
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regularly. She gave no history of being treated or immunized 
with blood or its products, nor did she recall any wounds or 
abrasions of her body, particularly of her hands, during the pre- 
vious few months. When she was examined by a physician on 
June 8, 1949, the jaundice was clinically evident, and there were 
itching of the skin, fever and sweating. Her stools were light col- 
ored, and her urine was dark. On June 9, 1949, the quantitative 
serum bilirubin was 4.1 mg. per 100 cc. in the one minute direct 
reacting portion and 9.8 mg. per 100 cc. total. The 24 hour urine 
urobilinogen showed 50 Ehrlich units. After being hospitalized 
one week and remaining at home an additional two weeks, 
the patient returned to work clinically well. 

CasE 2.—C. S. G., a 46 year old white, married woman, had 
been employed as an aide in a hospital blood bank for the clean- 
ing and preparation of nonexpendable transfusion sets. She first 
consulted her physician on Oct. 12, 1948, complaining of nausea 
and a bitter taste in her mouth of three weeks’ duration. Past 
history was noncontributory except that an abscessed tooth had 
been extracted three months previously. She recalled no other 
wounds or abrasions about her body nor any recent past treat- 
ment with blood or its products. Examination revealed icteric 
scleras, a tender liver extending 5 cm. below the right costal 
margin and bruised areas of the skin suggesting evidence of 
itching. Her urine contained a 2+ quantity of bile. Three 
weeks later her stools were observed to be clay colored, and 
the serum bilirubin was 8.6 mg. per 100 cc. The patient was 
treated at home and was not regarded as- being well until about 
five months after the onset of the illness. 

Case 3.—C. O. F., a 20 year old single, white woman, was a 
technician in a hospital blood bank for a year prior to the onset 
of the present illness. She was seen by her physician on June 9, 
1950, complaining of loss of appetite, weakness, slight nausea 
and some loose stools for a duration of one month. The past 
history was not contributory. There were a faint icteric tinge 
to the scleras and tender, small, posterior cervical lymph nodes. 
A tender liver was just barely felt below the right costal margin. 
Significant laboratory findings were bile in the urine, icterus 
index 23 units, serum bilirubin 2 mg. per 100 cc. indirect, 
thymeol turbidity 10 units and a negative agglutination series. 
Several white counts and differentials were normal. After three 
weeks of absolute bed rest with a high protein, high carbohy- 
drate and low fat diet, she recovered completely, and the liver — 
function tests gave normal results. This technician was absent 
from work for a total of eight weeks. 

SUMMARY OF REMAINING CASES 


The remaining 13 cases occurred in employees or 
physicians whose work also required more or less regu- 
lar contact with blood. In practically all of the cases the 
source of the infected blood or serum and the inocula- 
tion of it are unknown. The cases of the student nurse 
and the intern come nearest to supplying this pertinent 
information. The disease developed in them (44 days 
and 61 to 84 days, respectively) after they treated a 
burned child who later was proved at autopsy to have 
hepatitis, clinically of the homologous serum variety. 
Before death the child was bleeding from a burned site 
on his trunk and tongue after convulsions. On the day 
prior to death the intern incised the skin to expose a 
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vein on a lower extremity for the administration of 
parenteral fluids. The student nurse was assigned to 
medications on this pediatric service 18 hours before 
the child’s death and gave him several hypodermic in- 
jections. The following comments suggest possible meth- 
ods of inoculation in some of the other cases. The 
pathologist stated he had handled with his bare hands 
some livers that were microscopically proved to show 
hepatitis. One of the laboratory technicians recalled 
having stuck her finger with a needle about eight weeks 
prior to the onset of her illness, and another stated that 
he frequently pricked his fingers with needles. A chest 
surgeon said that he had occasionally scratched his 
hands on the exposed cut ribs during thoracotomies. 
None of these patients had received transfusions or 
immunizations for at least a year prior to their illnesses, 
nor did they give histories of previous diseases sugges- 
tive of hepatitis. In every instance the onset of their 
illnesses was gradual, with loss of appetite, nausea and 
frequently vomiting or diarrhea before the jaundice. It 
was usually the appearance of the latter sign that led to 
medical attention. In most instances the disease was 
relatively mild, and symptoms disappeared soon after 
proper medical care was instituted, with one exception. 


One of the surgeons had a recurrence of the disease a 


few weeks after returning to duty. The length of illness 
averaged 50 days; whereas, the total length of time 
lost from duty was over 65 days. 

The clinical diagnosis of hepatitis appears justified in 
all cases in view of the gastrointestinal symptoms; 
jaundice; swollen, tender livers; dark urine; recovery 
after bed rest, and high protein, high carbohydrate and 
low fat diets. Most of the patients were hospitalized, and 
the laboratory findings showed elevated serum bilirubins 
and usually positive results in a variety of the liver 
function tests. The presumptive diagnosis of homolo- 
gous serum jaundice seems correct in all of these cases 
for the following reasons: (1) the usual clinical picture 
of viral hepatitis, (2) the common factor of probable 
exposure to infected blood with opportunities for acci- 
dental inoculation and (3) the incubation period of the 
disease in the two cases in which the probable contact 
is known. 

COMMENT 


Perusal of the table with reference to the occupation 
of the patients suggests in all instances the common 
factor of opportunity for exposure to blood or serum. 
Those occupations in blood banks in which the per- 
sonnel regularly handle blood demand an even greater 
contact with these substances. Furthermore, it is sig- 
nificant that none of these cases occurred among per- 
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sonnel in neurological, psychiatric or similar services in 
which the degree of exposure is inherently reduced. 
Therefore, these observations suggest the accidental 
parenteral inoculation of infected blood through a 
wound in the skin as the mode of transmission. This 
is in agreement with evidence obtained in the experi- 
mental transfer of homologous serum jaundice, for at- 
tempts to transmit this form of viral hepatitis by other 
means have failed with two possible exceptions, when 
inoculation was by the oral route.* There is ample evi- 
dence that only minute quantities of infected blood or 
serum are necessary to transmit the disease. Havens * 
transmitted infectious hepatitis experimentally with as 
little as 0.01 cc. of infected material, and several epi- 
demics of hepatitis have occurred in diabetic and syph- 
ilitic clinics in which the same syringe was employed on 
many patients.‘ Even the tattooing needle has been 
incriminated in the transfer of homologous serum jaun- 
dice to four men.’ Leibowitz and his colleagues’ be- 


Summary of Cases of Homologous Serum Jaundice 
in Medical Personnel 


Dura- 
Absence 


Age, Work 

Case Patient Sex Occupation Yrs. Jaundice Days Days 
1 M.C, F Blood bank aide 46 Yes 20 30 

2 Cc. 8. G. F Blood bank aide 46 Yes 150 150+ 
3 Cc. 0. F. F Blood bank tech. 20 Yes 49 56 
4 F.C. F Lab. tech. 27 No 10 20 
5 H. C. F Lab. tech. 22 Yes 24 60 
6 J.W.G. M Lab. tech. 28 Yes 64 67 
7 E.W.U. F Lab. tech. 34 Yes 120 76 
8 M.R.C. F O. R. Nurse 27 Yes 3d 54 
9 N. E.S. F O. R. Nurse 28 Yes 45 85 
10 E.S8. F Student nurse 19 Yes 35 49 
ll T.P.H. M Dentist 44 Yes 74 63 
12 O. A. E. M Intern 24 Yes 35 49 
13 Cc. Cc. L. M Surgeon 31 Yes 31 68 
14 M Surgeon 26 Yes 49 

165 S. L. M Surgeon 33 Yes 31 

16 D. J. G. M Pathologist 40 Yes 31 80 


lieved that their blood bank nurse probably acquired 
hepatitis through the accidental pricking of her fingers. 

It is highly probable that this disease as an occu- 
pational hazard is commoner than the reports would 
indicate since the 16 cases cited here were found in a 
three year period (July 1947 to July 1950) in a city of 
slightly less than 400,000 population. Kuh and Ward 
were able to find 12 cases previously reported * and 
added seven of their own. Most of these cases occurred 
in laboratory personnel or other workers having a simi- 
lar degree and character of exposure. Dodge‘ stated 
that in two years he had seen nine cases of hepatitis in 
emergency room nurses of one hospital. Including 
Dodge’s cases, which are merely mentioned but not 
described, this makes a total of 44 cases recorded at 
the time of this publication. 

The steadily increasing use of blood and its deriva- 
tives plus the associated opportunity for its accidental 
parenteral inoculation implies a probable increased 
incidence of hepatitis in medical personnel. Two of the 
principal hospitals in this report were surveyed for other 
occupational diseases in its personnel. It was found that 
hepatitis was the commonest one during this three year 
period. 
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The evidence in these occupational cases certainly 
suggests that they should be regarded as compensable 
under industrial insurance, and precedence for this has 
been established in the cases reported by Kuh and 
Ward '* and in the case of Leibowitz and his group.'” 
This is not a minor item since the average number of 
days lost from employment was over 65. 


RECOM MENDATIONS 


Strict adherence to the rules of asepsis must be the 
principal guide to the prevention of accidental inocula- 
tion of infected blood or serum. One group ™ recom- 
mends the wearing of gloves by the technician drawing 
blood from a patient with known hepatitis. All workers 
handling blood for any purpose should avoid getting it 
on their hands. One hospital in our group (Kennedy) 
uses a rubber stamp for labeling of blood specimens 
from known or suspicious cases of hepatitis with the 
following note: “This patient may have infectious hepa- 
titis. Use only autoclaved syringes obtainable in ward. 
Leave syringes in special solution in utility room.” 
Syringes, needles and any other instruments used for 
the penetration of the skin should be sterilized indi- 
vidually, preferably by heat. The individual sterilization 
of instruments that penetrate the skin or contain blood 
needs especial emphasis. It reduces the hazard not only 
to other patients but also to those persons actually 
handling the blood. Sterilization in an oven or pref- 
erably by autoclaving must be done between every use 
of these instruments. 

The use of gamma globulin in the prevention of 
homologous serum jaundice has not given encouraging 
results. However, in an instance of accidental inocula- 
tion of blood from a known case of hepatitis, its admin- 
istration may be recommended on the possibility that 
the patient may actually have had the virus of infectious 
hepatitis or that it may be due to a sensitive strain of 
serum hepatitis virus.* Havens * believes that there may 
be some benefit from multiple doses of gamma globulin 
given intramuscularly during the incubation period of 
homologous serum jaundice. Unfortunately in the form 
of hepatitis under consideration, knowledge of the in- 
oculation does not usually exist; consequently, during 
the incubation period this treatment cannot be applied. 
Prophylactic use of gamma globulin in medical per- 
sonnel does not appear warranted in the light of re- 
ported experiences,’ although this is being done in one 
large commercial laboratory where this risk of hepatitis 


nifest.'* 
has been manifes 


The importance of homologous serum jaundice as an 
occupational hazard among medical personnel working 
with blood and its derivatives is emphasized. Sixteen 
cases of homologous serum jaundice in blood bank 
workers, physicians, nurses, laboratory technicians and 
a dentist are reported. All had duties that exposed 
them regularly to the possibility of accidental parenteral 
inoculation of blood or its derivatives. We believe that 
these cases are occupational in origin and that such 
patients should be compensated accordingly. In the 
present state of our knowledge, rigid adherence to the 
principles of asepsis is the best protection against this 
occupational form of hepatitis. 
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The use of alkyl phosphate anticholinesterase agents 
in the treatment of myasthenia gravis has caused con- 
siderable interest in the last few years. Diisopropyl 
fluorophosphate,' hexaethyl tetraphosphate * and tetra- 
ethyl pyrophosphate * have all been used. While tetra- 
ethyl pyrophosphate proved to be the most effective, it 
had two disadvantages. Toxic manifestations were fre- 
quent, and it was rapidly hydrolyzed when exposed to 
moisture. These disadvantages seem to be characteristic 
of cholinergic phosphates, in which all the alkyl groups 
in the molecule are linked to phosphorus by means of 
oxygen atoms. 

Octamethyl pyroph , which lacks the 
alkyl-oxy-phosphate linkage, has the following chemical 
structure. 


nh | 


CH; CH, 


\ 


CH, CH3 

It is a colorless liquid with a faint taste similar to 
that of black pepper and a specific gravity of 1.137. 
It is soluble in water and in most organic solvents. The 
molecular weight is 286, and it has a relatively low vola- 
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tility. This compound was first synthesized by Schrader * 
and found to be a systemic insecticide by Kiikenthal 
(cited by Schrader). Ripper and associates * report that 
the dry compound is indefinitely stable and it is only 
slowly hydrolyzed in dilute solution in water, requiring 
more than six months for 10 per cent decomposition to 
occur at 20 C. Hydrolysis is accelerated greatly by acid 
but only slightly by alkali. 

The pharmacology and toxicology of octamethyl pyro- 
phosphoramide have been extensively studied by 
DuBois, Doull and Coon.* After it was demonstrated 
that this compound was a potent anticholinesterase 
agent, with a selective action on peripheral cholines- 
terase, and that its toxicity could be effectively reduced 
with atropine (increasing the L.D.,, for mice and dogs 
fourfold), it was felt that the drug would be effective in 
the treatment of myasthenia gravis. Accordingly, in May 
1950 we initiated the use of octamethyl pyrophosphora- 
mide for this purpose, and other clinical trials were soon 
undertaken by Drs. Stone, Gregory and Futch at the 
John Sealy Hospital, Galveston, Texas. This report 
deals with the results in our first six consecutive 
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Chart 1 (case 1).—Inhibition of serum and red cell cholinesterase by 
octamethyl pyrophosphoramide and its regeneration after use of the drug 
was discontinued. 


patients. With the exception of the sixth, the patients 
had moderate to severe myasthenia and were ad- 
mitted to the hospital because they were dissatisfied 
with neostigmine therapy or were obtaining poor to 
indifferent results. 

METHODS 


Octamethyl pyrophosphoramide was administered orally as 
a 1 per cent solution in distilled water twice a day at intervals 
of approximately 12 hours. As experience was gained with the 
use of the drug, it was found that the initial dose could be at 
least 7 mg. twice a day. In general, this dose was increased 
by increments of 1 mg. every one to three days, depending 
on the rate of fall of the serum and red cell cholinesterase 
levels, until maximum benefit was obtained. At the same time 
the neostigmine dosage was decreased according to the needs 
of the patient until that drug was no longer necessary. 
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The course of therapy was regulated by the clinical response 
and by the depressant effect of the drug on the serum and 
red cell cholinesterase. For a period of several days before the 
administration of octamethyl pyrophosphoramide was begun, 
control serum and red cell cholinesterase determinations were 
made from two to four times a day on each patient. Blood 
samples for these determinations were drawn from three to 
12 hours after neostigmine was taken, and the maximum 
activity was regarded as 100 per cent or “normal” for the 
particular patient under study. During the period of transition 
from neostigmine to the new compound, and for a few days 
after maintenance on the latter alone was established, serum 
and red cell cholinesterase determinations were made twice a 
day. The blood samples for these were drawn before the morn- 
ing dose of octamethyl pyrophosphoramide and about three 
hours after the evening dose. Cholinesterase activity was mea- 
sured manometrically with use of the Warburg apparatus 
according to the method described by DuBois and Mangun.? 
For these assays a test system containing 0.3 cc. of 0.1 M 
acetylcholine in a final volume of 3 cc. of calcium-free Ringer 
bicarbonate buffer was used. The buffer contained 0.025 M 
NaHCO;, 0.15 M NaCl and 0.04 M MgCl. Serum and whole 
blood in amounts of 0.2 cc. were used for the assays. After the 
Warburg flasks were gassed for five minutes with 95 per cent 
N, and 5 per cent CO, and equilibrated for 15 minutes, the 
acetylcholine was tipped in from the side arm of the flask. 
Readings were taken at five minute intervals for 30 minutes. 
The activity of the serum cholinesterase was expressed in 
microliters of CO, liberated in an average five minute period. 
The red cell activity was calculated from the values for whole 
blood by taking into consideration the serum cholinesterase 
level and the hematocrit reading and was expressed in the. same 
units as the serum. These values were then recorded as per- 
centages of the maximum control activity. 


REPORT OF CASES 


Case 1 (chart 1).—L. S., a 27 year old white unmarried 
woman, had a history of muscular weakness of 11 years’ dura- 
tion, beginning with diplopia in 1939. In 1940 generalized 
muscular weakness, with difficulty in walking late in the day, 
and difficulty in chewing, swallowing and speaking, developed. 
In 1944 she began to take neostigmine in a dose of 15 mg. three 
times a day, with good effect for a period of two years. There- 
after, however, her neostigmine requirement gradually increased 
and her maximum response to the drug diminished. During 
the year preceding her hospitalization her symptoms had 
become extremely troublesome. Frequently it was impossible 
for her to get out of bed in the morning before taking neo- 
stigmine, and often she had to let the tablet dissolve in her 
mouth and trickle down her throat. During the night it was 
necessary for her to awaken several times to let accumulated 
saliva drain from her mouth. Her speech was often unintel- 
ligible and she was occasionally unable to take a deep breath. 
She was hospitalized on May 20, 1950. At this time there was 
marked facial weakness, with everted lips and a myasthenic 
smile, bilateral ptosis and severe restriction of eye movements 
in all directions. In addition, there was moderately severe 
weakness in the masseters, in the palate, pharynx and tongue, 
and in the neck flexors. Weakness in the trunk and extremities, 
while easily demonstrable, was less severe. Her nutritional 
state was rather poor; her weight was 42.5 Kg. General physi- 
cal examination was otherwise noncontributory. At the peak 
of neostigmine effect only moderate improvement was appar- 
ent. More than 120 to 150 mg. of neostigmine per day resulted 
in diarrhea but no further improvement in strength. On May 
24, 1950, treatment with octamethy!l pyrophosphoramide was 
begun, and the dose was gradually increased to 9 mg. twice a 
day by June 7. The dose was maintained at this level for two 
more days, and on June 9 the serum cholinesterase had fallen 
to 14 per cent and the red cell cholinesterase to 10 per cent 
of normal. Her neostigmine requirement had by this time 
decreased to 15 mg. before lunch and before supper. Although 
her strength was no better than that on the original maximum 
dose of neostigmine, it was evenly maintained throughout the 
day. Thus it was no longer necessary for her to awaken at 
night to drain accumulated secretions from her mouth, and 
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she was able to arise from bed in the morning and eat break- 
fast with little difficulty. During the last week of octamethyl 
pyrophosphoramide therapy, however, she seemed to be appre- 
hensive and complained of a heavy lump in her throat and 
constant epigastric pain, which was only slightly relieved by 
atropine. Use of the drug was therefore discontinued after 
June 9, and within two days her distress disappeared. Her 
neostigmine requirement then gradually increased, so that by 
the time of discharge on June 16 she was taking 75 mg. per 
day. The cholinesterase values gradually rose, and one week 
after discontinuance of octamethyl pyrophosphoramide therapy 
the serum level was 46 per cent and the red cell level was 18 
per cent. Two weeks later these values were 65 and 46 per 
cent, and on August 25 (76 days after the last dose of octa- 
methyl pyrophosphoramide) the serum level was 88 per cent 
and the red cell level 74 per cent of normal. At this time she 
was taking 150 mg. of neostigmine daily and her condition 
was approximately the same as on admission to the hospital. 

Case 2.—D. S., a 20 year old white unmarried youth, noted 
the onset of difficulty in whistling in September 1946. Shortly 
thereafter weakness and easy fatigability in his arms and legs 
developed. These symptoms gradually increased in severity, 
and by July 1947, ptosis and diplopia, and difficulty in chew- 
ing, swallowing, and speaking had developed. In October 1947 
he began taking 135 mg. of neostigmine bromide daily with 
good effect until the latter part of 1949, when he found it 
necessary to increase the dose to 450 mg. per day. He was 
hospitalized on July 7, 1950. At this time he stated that his 
symptoms had continued to increase in severity, that he had 
been unable to work and that he had lost 13 pounds (5.9 Kg.) 
in the preceding year. Physical examination at the time of 
maximum response to neostigmine was negative except for 
mild generalized weakness, inability to close the eyes com- 
pletely and limited retraction of the lips. His weight was 58.9 
Kg. During the first few days in the hospital he required from 
345 to 390 mg. of neostigmine a day. On July 11 treatment 
with octamethyl pyrophosphoramide in a dose of 3 mg. twice 
a day was begun. The dose of this drug was gradually increased 
and that of neostigmine decreased until July 26. At this time 
he was taking 13 mg. of octamethyl pyrophosphoramide twice 
a day and he no longer required neostigmine. 

The serum cholinesterase was 20 per cent of normal, and 
the red cell cholinesterase was 15 per cent of normal. On July 
28 the patient felt quite strong and had no complaints. He 
was discharged on August 7 with a serum cholinesterase level 
of 16 per cent and a red cell level of less than 1 per cent. 
One week later he increased his morning dose to 14.5 mg. 
because of slight weakness in the afternoon. There was no 
further change in the cholinesterase levels. For the past three 
months this patient has been able to operate a delivery truck 
for a dry cleaning firm. Only on rare occasions does he experi- 
ence slight, generalized weakness or ptosis. He has used atro- 
pine (0.43 mg. four times a day) to prevent diarrhea and to 
control a more or less constant tendency toward diaphoresis. 

Case 3 (chart 2).—M. P., a 48 year old white married woman, 
noted in August 1949 that her voice decreased in volume and 
her speech became slurred after a few minutes’ conversation. 
These symptoms became severer, and by June 1950 she began 
to have diplopia and difficulty in chewing and swallowing. She 
began to take neostigmine in October 1949, and her require- 
ment gradually increased to 270 to 360 mg. a day. Her response 
to neostigmine was good, but she was still unable to maintain 
normal volume and distinct articulation in speech for more 
than a few minutes at a time, nor could she eat without some 
difficulty in swallowing toward the end of the meal. She was 
hospitalized on Aug. 18, 1950. Her general physical examina- 
tion at the height of neostigmine effect was essentially negative 
except for slight weakness in the orbicularis oculi muscies and 
slurring of speech after talking for a few minutes. Her weight 
was 53.2 Kg. During the first four days in the hospital she 
required from 180 to 270 mg. of neostigmine daily. On August 
23, treatment with octamethyl pyrophosphoramide in a dose 
of 5 mg. twice a day was begun. The dose of this drug was 
gradually increased and that of neostigmine decreased. On 
August 29 she took 9 mg. of octamethyl pyrophosphoramide 
twice a day and no longer required neostigmine. At this time, 
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however, she still had some difficulty in speaking and swallow- 
ing. The serum cholinesterase level was 24 per cent of normal, 
and the red cell level was 32 per cent of normal. During the 
next three or four days, on the same dose of octamethyl pyro- 
phosphoramide, the cholinesterase levels continued to fall, and 
her strength continued to improve. Since she still had some 
difficulty in swallowing toward the end of the evening meal, 
the dose was increased to 9.5 mg. twice a day on September 
7. At the time of discharge, on September 9, the serum 
cholinesterase was 16 per cent and the red cell cholinesterase 
1 per cent. She was asymptomatic except for slight difficulty 
in chewing and swallowing at the end of the evening meal. 
On October 22 the serum cholinesterase was 12 per cent and 
the red cell cholinesterase 2 per cent of normal. At this time 
the patient stated that her strength was normal, and on exami- 
nation it was true that no weakness or fatigability was demon- 
strable. Increased perspiration was the only toxic effect 
experienced by this patient. This was satisfactorily controlled 
by atropine in a dose of 0.43 mg. four times a day. 

Case 4.—E. K., a 30 year old white married woman, noted 
the onset of weakness in April 1949 during convalescence from 
epidemic parotitis, which was noticed first in the muscles 
of the lower part of the face. During the next four months 
the weakness spread and she noted increasing difficulty in 
holding her head up, in protruding her tongue and in speaking, 
chewing and swallowing. Some weakness, less severe than that 
in the facial and bulbar muscles, also appeared in her arms 
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Chart 2 (case 3).—Inhibition of serum and red cell cholinesterase by 
Octamethyl pyrophosphoramide and its sustained depression on prolonged 
therapy. 


and hands. In August 1949 she began to take 75 mg. of neo- 
stigmine bromide daily and 25 mg. of ephedrine sulfate three 
times a day, with distinct improvement. In December 1949 
drooping of both eyelids developed, and in April 1950, after 
a respiratory tract infection, all her symptoms increased in 
severity. In addition, diplopia and weakness of the muscles of 
respiration appeared for the first time. Her neostigmine require- 
ment increased to 375 to 450 mg. daily by mouth, and she 
took supplementary doses of 1 mg. parenterally at meal! times. 
She experienced mild side effects from neostigmine in the form 
of occasional abdominal cramps, diarrhea and muscular twitch- 
ing in the legs. During the course of her illness, she lost 60 
pounds (27.2 Kg.) in weight. She was hospitalized on Aug. 20, 
1950. On examination at the height of neostigmine effect, she 
had the characteristic myasthenic facies with profound weak- 
ness of the facial muscles and bilateral incomplete ptosis of 
the upper lids. Her voice was nasal and low in volume, and 
there was a slurring dysarthria resulting in speech that was 
scarcely intelligible. Protrusion of the tongue beyond the lips 
was impossible, and swallowing was extremely difficult. There 
was no strabismus or diplopia, and the masticatory muscles 
were relatively, but not completely, spared. There was moderate 
weakness in flexion and rotation of the neck and milder weak- 
ness in the shoulders, arms and hands, and in the trunk muscu- 
lature. The weakness in the lower extremities was slight. 
General physical examination except for evidence of marked 
weight loss was not remarkable. During the first two days in 
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the hospital she took 360 and 345 mg. of neostigmine by 
mouth and supplementary parenteral doses at meal times. Use 
of octamethyl pyrophosphoramide was begun on August 23, 
in a dose of 5 mg. twice a day, and the dose was thereafter 
slowly increased. By September 1 she was taking 8 mg. of the 
drug twice a day. At this time the serum cholinesterase level 
was 26 per cent of normal and the red cell level 61 per cent 
of normal. Her daily neostigmine requirement had fallen to 
120 mg. orally. She no longer required parenteral doses of 
neostigmine at meal times. Her disability was about the same 
as it was on admission, and it became apparent that each dose 
of neostigmine was followed by side effects in the form of 
abdominal cramps, diarrhea and muscular twitching, which 
were greater than usual in their severity and difficult to control 
with atropine. The dose of octamethyl pyrophosphoramide was 
cautiously increased and from September 6 to September 10 
was maintained at 10 mg. twice a day. During this time her 
serum cholinesterase remained at about 20 per cent of normal, 
her red cell cholinesterase fell slowly from 35 per cent to 15 
per cent of normal and she took about 75 mg. of neostigmine 
by mouth daily. The side effects from neostigmine had become 
increasingly troublesome, and the therapeutic effect seemed to 
diminish. Since the cholinesterase levels were still above those 
which had proved optimum in other cases, the dose of octa- 
methyl pyrophosphoramide was increased to 11 mg. twice daily 
on September 10. On this dose her serum and red cell cholin- 
esterase levels fell to about 12 per cent and 8 per cent of 
normal, respectively. She took 15 mg. of neostigmine on Sep- 
tember 10. Her swallowing remained extremely poor and prac- 
tically unaffected by neostigmine. On the next day she took 
37.5 mg. of neostigmine, had still greater difficulty in swallow- 
ing and complained of increasing generalized weakness. She 
had slight muscular twitching but no cramps or diarrhea. The 
dose of octamethyl pyrophosphoramide was maintained at 11 
mg. twice daily. On September 12 she was completely unable 
to swallow, and profound weakness of the respiratory muscles 
developed. Use of octamethyl pyrophosphoramide was discon- 
tinued, a tracheotomy was performed and the patient was 
placed in a chest respirator. Neostigmine in intravenous doses 
up to 3 mg. had no apparent muscarinic or nicotinic effect, 
and the patient died on September 14. 

Case 5.—M. L., a 48 year old white married man, had a 
history of weakness of three years’ duration. The facial muscles 
were those principally involved during the first two years. 
Spread of the affection to other muscles appeared during the 
third year, with increasing weakness in the arms and legs, 
diplopia and increasing difficulty in speaking, chewing and 
swallowing. In addition, he had noted some weakness in the 
muscles of respiration on exertion. Six months after the onset 
of his symptoms, he began to take neostigmine in a dose of 
45 mg. daily. His requirement steadily increased, so that he 
was taking 270 mg. daily at the time of his hospitalization on 
Oct. 15, 1950. On examination at the height of neostigmine 
effect there were moderate weakness of the facial muscles, 
slight bilateral ptosis and marked strabismus and diplopia on 
lateral and upward gaze. There was moderate weakness in the 
masseters bilaterally, but palatal, pharyngeal and tongue move- 
ments were normal. He could count indefinitely without 
decrease in volume or defect in articulation. There was mod- 
erate weakness in flexion of the neck, in the shoulders, arms, 
and hands and in flexion at both hips. His general condition 
was good. His weight was 80 Kg. Treatment with octamethyl 
pyrophosphoramide was begun on October 19. The dose, 
initially 6 mg. twice a day, was gradually increased until, on 
November 3, he was taking 18 mg. twice a day. The neostig- 
mine requirement gradually diminished, and none was taken 
after November 1. On November 2 the serum cholinesterase 
level was 23 per cent of normal and the red cell level was 25 
per cent of normal. At this time the patient reported that his 
strength was better than it had been with neostigmine. Except 
in the late afternoon and evening he could read indefinitely 
without diplopia, and the strength in his extremities seemed 
almost normal. The dose of octamethyl pyrophosphoramide 
was maintained at 18 mg. twice a day. The cholinesterase levels 
continued to fall, with the red cell level falling below the 
serum level on November 4. The patient was discharged on 
November 6 with a serum cholinesterase level of 21 per cent 


of normal and a red cell level of 6 per cent of normal. At 
that time he no longer had late afternoon or evening fatigue, 
and, except for slight weakness in the right handclasp, the 
strength in the extremities was normal. The facial weakness 
was diminished but still obvious. There was slight ptosis but 
no strabismus or diplopia. He had no difficulty in chewing or 
swallowing. In this patient the only side effect from octamethyl 
pyrophosphoramide consisted of occasional mild abdominal 
cramps, appearing during his last few days in the hospital, and 
completely controlled by belladonna tincture in a dose of 10 
drops four times a day. 

Case 6.—J. S., a 52 year old white married housewife, noted 
a tendency toward diplopia five years ago. This symptom 
gradually increased in severity. During the past year drooping 
of the eyelids, increasing difficulty in chewing, swallowing and 
speaking and easy fatigability in the arms and legs developed. 
During the course of her illness she lost 32 pounds (14.5 Kg.) 
in weight. The correct diagnosis had apparently not been made 
until June 1950, when neostigmine was prescribed for the first 
time in clearly inadequate amounts. At the time of her hos- 
pitalization on Oct. 29, 1950, she had been taking 15 mg. of 
neostigmine before breakfast and before her evening meal. 
On this dose she still had considerable difficulty in chewing, 
swallowing and speaking. On examination without neostigmine 
there was a slurring dysarthria, bilateral ptosis of the eyelids, 
severe restriction of eye movements in all directions and facial 
weakness. There was also moderate weakness in the masseters, 
tongue, palate and pharynx and mild weakness of the neck, 
trunk and extremities. General physical examination revealed 
no other relevant findings except for evidence of weight loss. 
The optimum dose of neostigmine proved to be 90 to 105 
mg. taken daily by mouth. Her response to neostigmine was 
excellent. At the time of maximum effect only slight facial 
weakness remained apparent. Treatment with octamethyl pyro- 
phosphoramide was begun on November 13, in a dose of 7 
mg. twice daily. The dose was gradually increased until she 
took 10 mg. twice a day on November 20. At this time the 
serum cholinesterase level was 27 per cent and the red cell 
level 33 per cent of normal. The dose of the drug was main- 
tained at 10 mg. twice daily. The cholinesterase levels continued 
to fall, the red cell level falling below the serum level on 
November 22 (9 per cent and 12 per cent respectively). There- 
after, the serum level remained fairly constant, varying between 
10 and 15 per cent of normal, and the red cell level continued 
to fall slowly. She required no neostigmine after November 21. 
Slurring of speech in the late afternoon and evening was appar- 
ent until November 24. At the time of discharge from the hos- 
pital on November 25, the serum and red cell cholinesterase 
levels were 12 and 3 per cent respectively. The patient stated 
that she preferred octamethyl pyrophosphoramide to neostig- 
mine, since its action, while no greater than that of neostig- 
mine, was “smoother.” Objectively, her strength on the former 
drug was the same as her maximal strength on neostigmine 
alone. This patient had occasional mild abdominal cramps 
during the last few days in the hospital, which were adequately 
controlled by atropine in a dose of 0.43 mg. four times a day. 
She had had no side effects from neostigmine. 


COMMENT AND SUMMARY 

Of the first six clinical trials of octamethyl pyrophos- 
phoramide in the treatment of myasthenia gravis, four 
were successful. Of the four patients in whom complete 
replacement of neostigmine by octamethyl pyrophos- 
phoramide was possible, all preferred the latter because 
of its smooth and sustained action. Doses taken at twelve 
hour intervals resulted in evenly maintained strength 
throughout the day and night. No distinct peaks of 
maximum strength after single doses were apparent. 
In three of the patients (cases 2, 3 and 5) it was also 
true that muscular strength on the new compound was 
Clearly better than that on neostigmine at the peak of its 
action; in one (case 6) strength on octamethyl pyro- 
phosphoramide was at least equal to that at the height 
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of- neostigmine effect. Toxic side effects were en- 


cramps, diarrhea and diaphoresis. These symptoms 
were mild and were most prominent during the periods 
of transition, when the patients were taking both neo- 
stigmine and octamethyl pyrophosph ide. When 
maintenance on the latter drug ‘alone was established, 
side effects were negligible and readily controlled by 
atropine or belladonna. Liver function studies, urinalyses 
and blood cell counts made before and at intervals dur- 
ing treatment with octamethyl pyrophosphoramide have 
revealed no evidence of injury to liver, kidneys or bone 
marrow. These four patients were maintained on octa- 
methyl pyrophosph ide for periods of from one to 
five months. 

The two failures (cases 1 and 4) were in patients 
with severe myasthenia gravis, in whom the response 
to neostigmine had been poor. E. K. (case 4) succumbed 
to failure of the respiratory muscles in a myasthenic 
crisis which developed during the process of substituting 
octamethyl pyrophosphoramide for neostigmine. At the 
time of her death, neostigmine had been largely, but 
not entirely, replaced by the other drug, and the cho- 
linesterase levels were definitely within the therapeutic 
range. In case 1, treatment with the new drug was dis- 
continued after the neostigmine requirement had fallen 
to two oral doses of 15 mg. daily, because the patient 
had become apprehensive and complained of severe ab- 
dominal pain. This was the first clinical trial of the new 
compound, and, in the absence of previous experience, 
further increase in the dose was considered unjustified. 
It became apparent from succeeding cases, however, 
that although the cholinesterase levels in this patient 
had attained the therapeutic range, they had not been 
depressed to the optimum extent, and that successful 
replacement of neostigmine by octamethyl pyrophos- 
phoramide might have been possible had the dose of 
the latter been further increased. On the other hand, 
in both of these severe cases, the mild but persistent 
side effects experienced on neostigmine alone were dis- 
tressingly increased when both neostigmine and the new 
compound were taken. It may be true on this account 
that the transfer from neostigmine to octamethyl pyro- 
phosphoramide in cases of myasthenia gravis of this 
grade of severity will generally prove to be difficult, or 
even impossible. 

In each patient, determinations of the serum and red 
cell cholinesterase activity were made twice daily during 
the period of transition from neostigmine to octamethyl 
pyrop h ide and for a few days after mainte- 
nance on the latter alone was established. Although 
such close surveillance is unnecessary practically, it 
provided information of some interest, which may be 
summarized as follows: The serum cholinesterase ac- 
tivity is more rapidly depressed than that of the red 
cells initially, but the latter ultimately attains the lower 
level. The two curves approach each other and intersect 
at approximately 20 per cent of normal activity. In 
general, the neostigmine requirement begins to diminish 
when the serum cholinesterase level is approximately 
60 per cent of normal, and is reduced to zero shortly 
before or after the intersection of the serum and red 
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cell curves. Maximum improvement in strength, how- 
ever, is not achieved until the serum level is between 
10 and 20 per cent of normal and the red cell level ap- 
proaches 1 per cent. There is sufficient cumulative effect 
so that the dose of octamethyl pyrophosph ide at 
the time of maximum benefit is the same as, or only 
slightly higher than, that at the time of ifitersection of 
the two curves. 

Although no clinical effect from the new compound 
is apparent until the serum cholinesterase level ap- 
proaches 60 per cent of normal, after this point the 
relationship between improvement in strength and re- — 
duction in neostigmine requirement on the one hand 
and the progressive decrement in serum and red cell 
cholinesterase activity on the other is quite comparable 
from patient to patient. This may be taken to indicate 
that the depression of serum and red cell cholinesterase 
activity by octamethyl pyrophosphoramide given in 
gradually increasing doses parallels fairly closely the 
presumed depression of cholinesterase activity at the 
myoneural junction. During this stage, therefore, blood 
cholinesterase determinations are useful as a guide in 
the regulation of dosage. After the range of the main- 
tenance dose has been established, however, minor 
changes in the requirement, which are indicated clin- 
ically, are not accompanied with corresponding changes 
in blood cholinesterase levels. Moreover, no such paral- 
lel exists between the rates of reestablishment of blood 
cholinesterase activity and that at the myoneural junc- 
tion after the withdrawal of octamethyl pyrophosphora- 
mide. Thus, in the first patient (chart 1), although the 
therapeutic effect began to diminish within twelve hours 
and was nonexistent within one week after the with- 
drawal of the drug, the serum and red cell cholinesterase 
levels were still not normal 76 days after the last dose. 
It is of interest that the “life” of red cell cholinesterase 
in this patient is probably within the range of the 80 to 
120 days generally accepted as the longevity of the red 
cell itself. 


CONCLUSIONS 

1. Octamethyl pyrophosphoramide, a stable and rela- 
tively nontoxic anticholinesterase agent, can replace 
neostigmine in the treatment of some cases of myas- 
thenia gravis. 

2. It has the advantage that two oral doses of from 
9.5 to 18 mg. a day result in evenly maintained strength 
which is generally greater than the maximal strength 
with neostigmine. 

3. There is a mutual potentiation of toxic side effects 
when neostigmine and octamethyl pyrophosphoramide 
are taken together. Since this is most marked in patients 
with severe myasthenia gravis, transfer from neostig- 
mine to the new compound in such patients may be 
difficult or even impossible. 

4. Serum and red cell cholinesterase determinations 
are useful as a guide in dosage regulation during the 
period of transfer from neostigmine to octamethyl pyro- 
phosphoramide. After the range of the maintenance 
dose is established, however, minor variations in the 
requirement of the new compound are not accompanied 
with changes in blood cholinesterase activity. After 
withdrawal of octamethyl pyrophosphoramide its thera- 
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peutic effect is greatly diminished within 24 hours, but 
the blood cholinesterase activity rises slowly to normal 
over a period of more than two months. 

5. There is no correlation between the severity of the 
disease or the neostigmine requirement on the one hand 
and dosage of octamethyl pyrophosphoramide on the 
other. 

6. Those patients who obtain little benefit from even 
large amounts of neostigmine will probably get little 
additional benefit from the new drug. 


MILITARY MEDICINE AND SURGERY 
AS A SPECIALTY 


Rear Adm. Joel T. Boone (MC), U. S. N. 


When this meeting was scheduled, the newly lighted 
fires of another war were not foreseen. Korea to the 
average American was merely a piece of territory jut- 
ting out from the Asiatic mainland into the sea. It did 
not have much world significance to the man in the 
street. Informed citizens knew it as a recently estab- 
lished republic—a free nation with membership in the 
Security Council of the United Nations. It was certainly 
not perceived to be an international battlefield. There 
was no readiness for war on the part of the attacked 
or of their freedom-loving friends in the family of na- 
tions. 

The world is shaken by this unexpected and shock- 
ing event. It exemplifies what can happen anywhere in 
the world, with even more wholesale destruction, when 
a nation has not made adequate preparation. The begin- 
ning of a world holocaust may well be in the making. 
Unpreparedness intensifies the possible magnitude of 
human death and suffering. 

One can readily visualize that in future wars disaster 
and destruction will be carried to the people generally, 
within their own home communities, and will not be 
confined to the military forces. 

The subject assigned to the first speaker for this 
initial meeting of the Sessions on Military Medicine 
and Surgery has been well selected. Within the scope 
of military medicine and surgery are subjects of vital 
importance to the nation, very timely for consideration 
in these days, when dangerously threatened are Amer- 
ica, world democracy and those ideologies that hold 
firmly to the tenets of the freedom of the individual 
and to the concept of the individual as the controlling 
force of man’s destiny. 

The committee appointed by the American Medical 
Association officials to formulate the program of the 
Sessions on Military Medicine and Surgery has selected 
me to introduce a new element into this convention 
because, perhaps, as a military man, I have had a long 
and varied career in wars and in the intervals between 
wars. In the past we regarded such intervals as “peace.” 
What we as a nation are experiencing at present has 
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all the evidence of being an interval between combat 


e Operations of a war that the United States entered after 


an unprovoked, vicious and devastating attack by a na- 
tion that we had aided and befriended throughout our 
national history and by a foreign nation that had been 
our ally in World War I—just a few years previous to | 
the commencement of World War II. This fact should 
make us aware of a presently analogous situation—one 
in many respects similar to that existing prior to World 
War II and with identical implications and potentiali- 
ties. Another reason why I may have been selected 
for this mission is that it is known that I have been 
vocal in promoting the recognition of military medicine 
as a specialty for many years and was elected in 1948 
to head our only national military medical association, 
the Association of Military Surgeons of the United 
States. As president of that association last year, I gave 
voice to its historic background, to the achievements 
of military medicine and surgery and to specific ob- 
jectives that should be attempted by such an organiza- 
tion. For more than two years I served as a coordinator 
of armed forces medicine, a position that provided 
the opportunity for me to acquire a personal insight 
into and broad understanding of the organizations, 
functions and institutions of all the medical elements 
of the armed forces. Surely there are other military 
officials who have full well merited and earned the 
privilege of inaugurating this important meeting. The 
purpose of this meeting is to further military medicine 
as a cooperative measure of civilian and military medi- 
cine in the interest of medical preparedness as a vital 
contribution to national security. 

Certainly, for reasons of safety, there is now a grow- 
ing awareness that the military forces alone will not 
bear the brunt of the next war but that civilians will 
share all aspects of that burden with the military ser- 
vices more fully than ever before. Civilian defense is as- 
suming a new meaning and a place of such importance 
as to justify intensive top level governmental planning. 
Military and civilian defense must work as a team 
closely tied together but each with its separate organiza- 
tion, mission and sphere of responsibility. There is, how- 
ever, a common interest in such an undertaking because 
the military man is first a civilian and does not lose his 
civilian status when he enters the military services. His 
interest and affiliations are civilian because he is a tax- 
payer and property owner and because he has family 
ties. While, on the one hand, there are millions of civil- 
ians who, because they have served in one capacity or 
another in a branch of the armed forces, are familiar 
with military life and its connotations, there are, on the 
other hand, millions of older citizens and millions of 
youths of military age who have never been associated 
directly with the armed forces. Persons in the latter 
categories know little of military concepts, purposes, 
functions or organizations. Therefore, in this age of 
warfare that is carried to civilian populations and is 
not, as in former eras, limited to military camps, the 
civilian populace as a whole must be given the benefit of 
military knowledge in coping with the dangers it faces, 
in order to know by what methods it may be attacked, 
how it can be protected and what therapeutic measures 
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must be applied to war casualties. As a consequence, 
military medicine assumes new importance and famili- 
arity with it becomes an essentiality to civilian safety. 
The medical profession is the logical medium through 
which to disseminate concepts of military medicine to 
the civilian masses. Is it not proper and timely to ask, 
“Will not a forum provided by the American Medical 
Association conventions be the logical instrumentality 
to inform the American medical profession at large of 
the specialized knowledge embodied in military medi- 
cine?” The Canadian Medical Association has an armed 
forces medical section. The United States can ill afford 
to lag behind its Canadian neighbors. 

Military medicine encompasses all branches of civilian 
medicine and is a definite specialty superimposed on 
civilian medicine. Therefore, it is over-all medicine and 
must cover the full span of human life, from conception 
to death. It is a great science as well as an art. It em- 
phasizes many specialties. With the development of ever 
more complicated sciences related to machines that are 
fashioned purposely for or are applicable to the conduct 
of warfare, military medicine becomes more intricate 
and more complicated and covers an ever broadening 
base. Machines of industry and those used for war are 
not automatic. Behind their development and operation 
are the brain and the entire physiological system of the 
human being. The human being when intimately asso- 
ciated with or related to instruments of war must receive 
special and skilled attention from physicians who from 
training and experience are familiar with the capabilities 
and limitations of the human body and the demands 
which are placed on it by forces of modern machines of 
war. We physicians are compelled to find measures by 
which man’s physical and mental resources can be 
adapted to and can keep pace with the ever increasingly 
powerful and more highly geared implements of war 
that he must control. 

We are living in the most scientific age known to man. 
Research is progressing at a pace that taxes man’s 
physical and mental resources to the limit. Regrettably, 
thought is given predominantly to the creation of de- 
structive forces. Currently constructive benefits seem 
to be merely by-products or incidental occurrences in 
the discovery or creation of factors that not only add 
to man’s stresses and strains but also add to his actual 
destruction. Survival has always been the strongest in- 
stinct in man. Because of the present tension in the 
world, individual and national security are uppermost 
in men’s minds.We are now giving freely of our thoughts 
and actions in learning how to defeat the forces that 
would destroy us. 

Throughout the ages military medicine has contribu- 
ted inestimably to the art and science of medicine. With- 
out its contributions there would have been many 
barren spaces in the history of medicine. Military sur- 
geons were the forerunners of medical science. Physi- 
cians should be proud to read the recorded list of 
‘physicians from the days of the ancient Egyptians to the 
present era who have made memorable contributions to 
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medicine in their capacity as military men. Their influ- 
ence on medicine has been as profound as it has been 
beneficent. 

Some are skeptical about the fact that military medi- 
cine is a specialty. However, those skeptics can only be 
people who are not keeping abreast of the times and 
who, for one reason or another, are burying their heads 
in the sand. It is so vital a specialty in the minds of 
those of us who have given long years of service to the 
armed forces in that field and who are devoting our- 
selves to national medical preparedness that we are seek- 
ing an effective means, such as would be provided by an 
American Medical Association convention forum, to 
give of our learning and experience to the great body 
of civilian medicine and to the public at large. 

At the present time every opportunity is given to the 
physicians in uniform to learn of advances in civilian 
medicine. But there is inadequate reciprocal arrange- 
ment whereby the reverse opportunity is offered. Ob- 
viously, corrective action in this regard is indicated. 
To effectuate it requires sacrifice, vision, initiative and 
leadership. Leadership in military medicine, to be most 
effective, must be informed and based on experience. 
There must be devotion to and understanding of its con- 
cepts, precepts, practices and purposes. 

Such problems as mass treatment and handling of 
great numbers of injuries which might result from heavy 
bombing, chemical or biological attacks may in any 
future war be as vital to the doctor in mufti as to the 
one in uniform. The public health problems, the psycho- 
logical problems, in fact, the indescribable confusion 
and disorganization which would result in this country 
today if it were suddenly attacked would be of more 
immediate concern to the civilian physicians of the 
nation than to any other group. Military medicine can 
provide the guidance in developing solutions to the 
medical problems derived from modern warefare, but 
the broadest forums must be made available and util- 
ized to impart and disseminate this knowledge so that 
it reaches down into the grass roots of American 
medicine. 

To quote the Father of our Country: “To be prepared 
for war is one of the most efficient means of preserving 
peace.” 

With war clouds gathering in intensity and the future 
so distressingly uncertain, I leave with you a prayerful 
thought from Holy Writ: “O Lord: . . . Our times 
are in thy hands.” 


ABSTRACT OF DISCUSSION 


Dr. HowarD A. Rusk, New York: In thinking of military 
medicine as a specialty, one must not set one’s sights on the 
conventional medical specialties—obstetrics, gynecology, laryn- 
gology and the other standard subdivisions of medical service. 
Military medicine is a specialty in the same way that general 
practice is a specialty. It embodies all medical specialties and, 
in addition, must include the specialized military knowledge 
needed to support our fighting forces. The specialist in military 
medicine must always keep as his first objective his primary 
mission, the health of the troops. He must not only know the 
problems of atomic warfare but also preserve the morale of the 
fighting forces by an adequate and dynamic patient-doctor rela- 
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tionship. He must be a specialist not only in medical education 
but also in public education, so that he can interpret military 
needs to his civilian conferees. This meeting today is of great 
significance, for, for the first time, military medicine is recog- 
nized as a broad, dynamic specialty. 


Dr. I. S. Ravpin, Philadelphia: This historic occasion marks 
the first time, to my knowledge, that a separate Section on 
Military Medicine and Surgery has been held at an Annual 
Meeting of the American Medical Association. Such action 
recognizes military medicine and surgery as career specialties, 
and it brings these specialties within the broader framework of 
medicine as it is portrayed in this great meeting. This Associa- 
tion, which is so truly a representative cross section of medical 
and surgical thought of this country, has taken an important 
step to bring all branches of medicine closer together. The 
results of such action will immediately become evident, for 
military medicine and surgery will now cooperate more closely 
with the other specialties and from such a union much good 
will come. Anything that advances the borders of knowledge 
in any field of medicine is helpful to both military and civilian 
medicine. It is fortunate that the tendency that existed prior 
to World War Il for these two broad fields to become further 
and further separated has been checked, and we are now envis- 
aging their drawing closer together. This unity will bear rich 
results in time of peace and even richer results if war does 
come again. We can hardly expect the career military physician 
and surgeon to be any better than the cross section of such 
specialists in civilian life, but we can expect them to be as 
good. The educational program adopted since the termination 
of our recent hostilities has marked a real step forward in this 
direction. The armed forces have at long last more realistically 
faced the fact that specialty training requires opportunity and 
responsibility over a period of years. In addition to their 
strictly professional medical training, the military physician 
and surgeon require training and experience in certain areas 
peculiar to military life. The paper work that so many young 
doctors object to after a call to active duty has a firm founda- 
tion in past experience. Those who are to spend a lifetime in 
the armed forces must of necessity become familiar with the 
basic problems affecting military organization. They must gain 
some concept of the philosophy underlying offensive and defen- 
sive action, and they should know the theory controlling 
logistics. A few civilian physicians and surgeons will, because 
of dual interests, learn of these matters, but the military physi- 
cian or surgeon must do so if he is to be respected by men in 
the other arms and services. 


The Sulfonamides and the Meningococcus.—lIt is interesting 
to speculate on where we should stand now if the sulphonamides 
had remained our only resource in treating bacterial infec- 
tions. There is no doubt that almost all species can become 
resistant to these drugs and that resistance to one drug involves 
resistance to all others. Its mechanism is known to be the for- 
mation by the organism of a sulphonamide inhibitor, shown in 
some cases to be p-aminobenzoic acid itself. On the other hand, 
this change occurs much more readily in some species than in 
others. . It is surprising and very fortunate that the 
closely related meningococcus has behaved so differently. 
Sulphonamides are used in the treatment of cerebro-spinal fever 
with the same success as at the time of their introduction 14 
years ago; in fact, this is the only acute bacterial infection 
for which they still are used in preference to penicillin. If 
resistant strains of meningococcus were to appear they would 
surely have done so during mass sulphadiazine prophylaxis in 
the American armed forces, which had such disastrous results 
in other directions; but Schoenbach and Phair (1948), who 
examined many strains isolated during this period, found none 
unduly resistant, and no clear evidence even of a tendency 
to diminishing sensitivity—Lawrence P. Garrod, M.D., The 
Reactions of Bacteria to Chemotherapeutic Agents, British 
Medical Journal, Feb. 3, 1951. 
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SPECIAL ARTICLE | 


THE DOCTOR’S CASE AGAINST COM- 
PULSORY DISABILITY INSURANCE 


E. H. O’Connor, Chicago 


I believe, and I think you will agree, that so far as 
government compulsory medical care is concerned, on 
the federal front the doctors of this Country have, in 
the short period of two years, made their own case 
against so-called socialized medicine, or as we know it 
—medical dictation and direction by bureaucracy. 

As a representative of another great profession 
I salute you doctors for the thought-provoking cam- 
paign of education that you have been carrying on in 
the interests of the American people and for the future 
of our country. It has been my pleasure to have worked 
Closely with the medical profession in this campaign, 
and I say in all sincerity much has been accomplished 
in the battle against socialism; but more problems lie 
ahead. 

American medicine does not stand alone. In your 
publicity campaign last October, for the first time in 
American history, people in all walks of life combined 
to make a common cause for the preservation of the 
freedom of one profession. I am pleased that some seg- 
ments of the insurance business marched in this pro- 
cession of progress. 


Let us be realistic: You will agree that we cannot 
and must not let our guard down and relax our oppo- 
sition to compulsory sickness insurance even in the light 
of the events of last November. We cannot afford to 
be lulled to sleep by a false security. Great progress has 
been made in a short space of time, but remember vigi- 
lance is the price of liberty. Let us continue to educate 
the people of America that the medical problems of a 
patient, or of the nation, should be solved by medical 
people, not by politicians. Don’t relax, keep everlast- 
ingly at it. 

You perhaps noticed in the President’s “State of the 
Union” message of January 8 last, he said: “We still 
need to provide insurance against loss of earnings 
through sickness and against the high costs of modern 
medical care.” The Fair Deal favorites are still with 
us. In view of the fact that this idea will be preached, 
perhaps not as vigorously as heretofore owing to our 
defense needs, it behooves us to capitalize on the prog- 
ress already attained. 

I am here today to discuss a very important subject, 
compulsory disability insurance. Of course the word 
“insurance” used here is a misnomer. The proposed 
plan is totally devoid of a shred of actuarial computa- 
tion, proving that it is neither self sustaining nor insur- 
ance by any standard. I shall refer to it, therefore, as 
compulsory disability compensation so that I shall not 
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’ be giving the public a false idea and be in the same 
category as the planners, who love to apply well founded 
economic labels to their socialistic wares. | 

It is an important subject because government com- 
pulsory disability compensation and government com- 
pulsory medical care, federal or state, are one and the 
same breed of cats. The difference is only in the 
name; the results would be the same. Unfortunately, 
the medical profession has been looking at this problem 
from one side, failing to understand that if we should 
be regimented first with compulsory disability compensa- 
tion, government compulsory medical care will follow. 
The socializers realize that—history confirms it. How 
could the government funds be protected in a system 
providing benefits for loss of earnings without control- 
ling and directing the doctor in the treatment of the 
disabled person. By the same token, government com- 
pulsory medical care, if enacted first, would be a natural 
stepping stone for the development of a plan providing 
sickness compensation benefits. 


We had a positive example of attempting to develop 
an idea by subterfuge in the last Congress with House 
Bill 6000, which, as you will recall, made certain 
changes in the Social Security Act. As the bill passed 
the House it set up a new section providing “permanent 
and total disability benefits.” Before the Senate Finance 
Committee hearings it was vigorously attacked by med- 
ical and insurance interests and was finally deleted from 
the bill and subsequently accepted in conference. Can 


you think of an easier way of putting over temporary . 


disability benefits by a later amendment, if this section 
was left in the act, and then compulsory medical care. 
Never expect to be socialized by a broad movement. 
Beware of the off the line legislative proposals such as 
medical aid to education, further expansion of the Social 
Security Act and federal subsidies to nonprofit and co- 
Operative prepayment plans. Remember the United 
States Supreme Court decision: “What the Government 
shall subsidize, it shall control.” 


Let us not be so naive as to think that this situation 
calls for you to oppose only those propositions calling 
for compulsory medical care. That is the socialistic idea 
—to divide and conquer—a slow assimilation of one 
profession or industry at a time. 


I am convinced that the prime movers behind na- 
tional compulsory sickness compensation have begun 
to realize that it may be impossible to make the Amer- 
ican people swallow a broad national plan in one gulp, 
such as we have been considering in Congress for the 
past 10 years. In recognition of this hurdle there has 
been a terrific pressure exerted by Washington, within 
the Federal Security Agency, to have sickness com- 
pensation plans adopted in the various states. The mo- 
tive in my Opinion is this: Let 12 or 15 states adopt 
such state plans and the pattern will be set for the take- 
over by the federal government and the institution of 
one system for the entire 48 states. It is, therefore, logi- 
cal to ask, if a worker here in Illinois has such cover- 
age, for example, and no such state plan exists in 
Indiana, why the citizen of the latter state should be 
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deprived of such protection. It would be a social in- 
justice according to the planners. 


In view of the fact that this subject has received a 
great deal of attention in various states during the past 
eight years and since you are familiar with the federal 
picture, I would like to take this opportunity to discuss 
this hazard with you, which in my humble opinion is 
just as dangerous to the socialization of the medical pro- 
fession as any movement on the national front. 


I hope, therefore, I will be successful in arousing your 
interest because unfortunately I find, in going about the 
country opposing these measures in the various state 
legislatures, little interest and less activity comes from 
the medical field. I say that not in criticism, because 
I realize your attention has been focused on the national 
problem. Do not be misled! You can be as effectively 
destroyed at the state level as by the federal govern- 
ment. I believe this is an opportune time for you and 
me to discuss this problem, alert the various state medi- 
cal societies and be prepared to oppose this menace 
wherever and whenever it may raise its ugly head. 


People have found protection from the financial 
burden of illness in various forms of insurance which 
pay cash benefits to a man when he is too sick to work. 
Sickness or accident policies may cover all or part of 
the cost of disability. Hospital plans will pay hospital 
bills alone or will pay doctor bills in addition. Prepaid 
medical care spreads medical expense by payments 
made in advance. Then there are the group insurance 
plans, which are paid for by either the worker or the 
employer, or both, and which usually cover the majority 
of workers in a plant. 


Because of increased public interest in health and 
because of the demonstrated benefits of compensation 
plans, more and more people have become convinced 
that protection against the cost of illness is a good thing 
and that everyone should have it. 


Enthusiasm for the value of sickness protection has 
led some people to believe that every worker should be 
required to enroll in a plan and compelled to pay for it 
by a tax on his wages. Therefore, at the same time that 
private plans have been growing in numbers and in 
membership, there has been a flood of proposals for 
various statewide systems of compulsory disability com- 
pensation to be operated by the government. Even the 
governors of some of our states are urging the adop- 
tion of compulsory plans. The governors of Michigan, 
Illinois, Massachusetts and Minnesota recommended 
action in their 1951 inaugural messages. 


Those who favor a state-operated compulsory mem- 
bership system of disability compensation claim that 
only the state can provide insurance for everyone. 
However, state plans have usually not done so, for they 
follow generally the same rules as do unemployment 
compensation. This, in its present form, leaves out 
about one third of the labor force. Even if the law 
were revised to include the remaining third, wives and 
children probably would not be covered. Furthermore, 
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some workers do not earn enough to be included under 
any cash sickness plan. 

It would seem that a state plan, with the advantage 
of large numbers of members, could provide more bene- 
fits at lower costs to workers. However, comparison of 
the three plans—state monopoly, optional system and 
private operation—shows that this is not true in every 
case. The state monopoly system costs the worker 
more but pays him smaller benefits than the other plans 
do. On the other hand, the privately operated plan 
will pay for several periods of illness a year, whereas 
the state plan will usually pay for only 13 or 26 weeks 
of illness in a single year. The economy of a private 
plan may be due to its advantage of being free from 
political pressures that might create unnecessary costs. 

Freedom to choose the kind of protection one needs 
may thus mean the difference between having protection 
that fits a man’s individual circumstances or having 
blanket protection, which merely applies the same bene- 
fits to everyone. 

Not enough thought and study are being given to the 
many problems involved in a cash disability compensa- 
tion system covering an entire state. Proposals should 
be based on facts and realities, not on wishful thinking. 
For example: Does the need exist? In a survey made in 
1948 in the state of Wisconsin by the Unemployment 
Commission it was shown that 47 per cent of the 65 per 
cent of the labor force covered under unemployment 
compensation had some form of protection in the event 
of sickness or accident. In Illinois a survey in 1946 
showed 51 per cent of the workers covered; in Massa- 
chusetts in 1947 a survey showed 64 per cent covered, 
and in Ohio in 1950 a survey made by a state study 
commission showed 70 per cent of the workers with 
protection. 

Any system selected should interfere as little as pos- 
sible with the normal freedom of economic activity; it 
should not duplicate other forms of insurance, and, by 
giving recognition to voluntary and cooperative plans, 
it should preserve the advantages of each. Above all, it 
should be fair to both employer and employee and be to 
the ultimate best interest of the country as a whole. At 
the present time four states are operating compulsory 
sickness compensation programs. These states are 
Rhode Island, California, New Jersey and New York. 

Where and how did this idea of state sickness com- 
pensation originate? When the Unemployment Com- 
pensation Act became operative, in 1937, nine states 
decided to tax the worker as well as the employer for 
unemployment compensation, believing that in view of 
conditions as they then existed in 1937 sufficient monies 
would not be accumulated from employer taxes to meet 
the benefits. After two to three years, five states dis- 
continued the worker’s unemployment tax. Four states 
continued: Rhode Island, California, New Jersey and 
Alabama. With the advent of the war and increased 
employment and high wages, the states’ unemployment 
funds reached a high figure, and in September 1942 
Rhode Island set up a state monopolistic fund and chan- 
neled 1 per cent of the 1.5 per cent unemployment tax 
on the worker to a cash disability fund. 
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In February 1946, California followed suit, with the 
exception that the California law permits private plans 
to compete with the state fund. When this law was en- 
acted California had collected $306,000,000 from the 
workers for unemployment insurance, which sum was 
credited on the books of the Social Security Board in 
Washington. In July 1946, Senator Knowland of Cali- 
fornia placed a rider on a social security bill then pend- 
ing in the Senate, which proposed to freeze the social 
security tax at 1 per cent for another year, a rider to the 
effect that any state that had taxed a worker for unem- 
ployment insurance and established a fund for cash 
sickness disability benefits could reclaim these taxes, if 
and when needed, to pay benefits. 

After this political move by Governor Warren, New 
Jersey, which was in a similar situation, was attracted to 
what had been done in California; the first bill was in- 
troduced in 1947 but died in committee. In 1948 a 
plan somewhat similar to that in vogue in California 
was enacted into law. At the time of enactment the 
state of New Jersey had collected over $200,000,000 
of taxes from the workers for unemployment insurance, 
which, under the Knowland Amendment, was available 
to them to pay benefits, when and if needed. 

In 1949, on the insistence of Governor Dewey, New 
York adopted a state disability benefits law. New York 
state, however, was in a different position from that of 
the preceding three states mentioned, since the state 
of New York never taxed a worker for unemployment 
insurance and consequently had no available reserve. 


_ On July 1, 1950, every covered worker started paying 


0.5 per cent of the first $60.00 of his weekly wages, with 
the balance of the cost assumed by the employer. 

In the state of Washington in 1949 a plan similar to 
that in effect in California was adopted by one vote in 
the state legislature, but the governor vetoed the emer- 
gency clause of the bill, which deferred the effective 
date for 90 days. Meanwhile, application was made 
and a petition granted for a referendum on the issue, 
which referendum was voted on by the electorate last 
November. This was the first time the people of any 
state were given the opportunity to decide the issue and 
they did so by soundly defeating this referendum by a 
margin of 3 to 1. Although this referendum was en- 
dorsed by labor, and although Washington state is 
strongly prolabor, the referendum was defeated in every 
one of the 39 counties in the state, the only referendum 
out of five on the ballot that failed in every county. 
I have long maintained and have made the point before 
legislative committees that the people are not in favor of 
compulsory sickness compensation, whether federal or 
state, that they want to provide their own protection, 
fitting their needs and circumstances. I believe the 
results in Washington state are conclusive and should 
go a long way in exposing the fallacies of government 
sickness compensation and medical care. 

In reviewing the four state plans now in operation, 
one finds that the Rhode Island monopolistic cash sick- 
ness program, although the first in existence, has been 
repudiated by the other three states. It is interesting to 
note this fact because in the present controversy regard- 
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ing national health insurance we are being told by the 
proponents that government monopoly is not only 
proper and American but also the most beneficent way 
to administer a program for the public’s good. It has 
not proved so in Rhode Island, where the worker re- 
ceives less for the same amount of tax paid than his 
brother worker in California and New Jersey, which 
plans permit private insurance companies to compete 
with the state fund for the business. Where other states 
are able to operate cash sickness plans offering more to 
~the worker at a charge the same as or lower than that 
of the Rhode Island plan, one is amply justified in 
repudiating as a fallacy that a state monopoly system is 
superior. 

Is there any reason to believe that the pattern, taxes 
and services would be different under a government 
monopolistic medical care program? Would we not be 
faced with a situation comparable to the Rhode Island 
program, in which the beneficiary is forced to accept 
whatever arrangements the government agency dictates? 


It is time to speak out in support of the validity of the 
traditional American theory of the voluntary system 
that the so-called intellectual in his supreme conceit 
would destroy. 


We hear and read a great deal of propaganda point- 
ing out that private enterprise has failed to protect the 
people of this country in the field of sickness compensa- 
tion and medical care. In a survey as of December 
1950, it was shown that over 70,000,000 Americans 
are now protected for hospitalization, 45,000,000 have 
surgical benefits, 18,000,000 have medical care and 
35,000,000 had loss of time protection due to accident 
and sickness. All this was done voluntarily. Now, if 
46 per cent of the population can be covered by volun- 
tary hospital insurance at a time when the plans are still 
relatively new, the government has a weak case in argu- 
ing that compulsion is the only answer. When you get 
right down to it, compulsion is never the best answer— 
for any problem. Whenever it must be adopted, it is 
adopted as the least of the evils. Certainly in medical 
care, which is a most personal sort of thing, the present 
evidence demonstrates that the American people are 
quietly and calmly making their own choice—of the 
voluntary way. 

Now what does all this have to do with the practice 
of medicine and your profession? I do believe the fol- 
lowing thought is worthy of your consideration. When 
we consider that it is only a matter of degree between 
state or federal monopoly, you can realize, as I have 
previously stated, that if the pattern is set by several 
states with sickness compensation programs it will only 
be a question of time before the federal government will 
take over. That has been the history of the foreign sys- 
tems. They start off in a small way and then take on the 
effect of a snowball, increasing in coverage, benefits and 
costs. 

As these state plans begin to expand, as is evident in 
Rhode Island, California and New Jersey, more benefits 
will be paid and the cash sickness benefits funds must 
be protected. It will naturally follow that the state will 
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be forced to set up rules and regulations for the certifi- 
cation of claimants, and in my opinion that will be the 
beginning of the regimentation of the medical profes- 
sion. From that point out anything can happen. You 
can have a cash sickness program first and then social- 
ized medicine, or the reverse. It is not beyond the 
realm of possibility that one will follow the other just 
as surely as night follows day. 

As you must realize, your profession is just as big a 
part of our system of voluntary enterprise as any in- 
dustry in the country, and it is not difficult to understand 
that once this movement of creeping socialism enters 
One industry or profession it is not long before it will 
paralyze every line of business. 

It behooves you, therefore, as men engaged in an 
honorable profession, to take an interested part in your 
respective states whenever the subject of state cash sick- 
ness compensation is discussed or a bill introduced. You 
may as well face the issue on a local basis and effectively 
defeat the idea before it takes on huge proportions and 
eventually becomes a part, and perhaps the primary 
part, of a federal system. 

You may be of the opinion that insurance companies 
selling group disability insurance should have no com- 
plaint with the plans now in vogue in California, New 
Jersey and New York. Perhaps not if it could be 
assured that the benefits now in vogue would remain 
in their present form. We know, however, from experi- 
ence that in no foreign country has the system ever re- 
mained as small or as isolated as contemplated origi- 
nally. Running true to form, the same situation has 
been encountered in California, New Jersey and New 
York. At each session of the legislature a determined 
effort is made both to increase the amount and duration 
of benefits and to add hospitalization. Next will come 
equally determined efforts to add provision for surgical 
benefits and for medical care. With all of this there will 
develop the conviction that the state must control those 
who furnish these services, since the state compels its 
citizens to purchase them. It will naturally follow that 
legislation will be in order to control insurance, to con- 
trol hospitals and to control the medical profession. 


The California plan has been in effect four years. 
Hospitalization has already been added to the act. The 
administration of the disability program has been sound. 
The insurance company representatives and the state de- 
partment personnel working together in every phase of 
the program have provided a good administration. 
However, one of the backlashes from setting up a com- 
petent administration and not shoveling out money re- 
sults in Governor Warren’s publicly charging that some 
insurance companies are making millions from the act 
and making public demand that there be a very con- 
siderable liberalization in the benefits. It is easy to see 
that what the governor hopes to accomplish is the back- 
door route to his compulsory health insurance idea by 
first providing this hospital benefit. It is no secret in 
California that the governor hopes to add to the state 
sickness compensation program and ultimately come 
out with pretty much what has come to be known as 
his complete health insurance measure. 
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With such activity for the expansion of benefits in 
such a short time, it is indicative that under state plans, 
which may permit private insurance to compete with 
the state fund, it is but a question of time, I believe, 
until private enterprise will be unable to compete with 
the state. 

It is, therefore, my humble opinion that the insurance 
industry should not be fooled by the fact that they are 
permitted in the beginning to compete for the business. 
By the same token, you doctors should not be led into 
believing that these state plans are harmless to the 
future of your profession in this country. 

Gentlemen, you can’t be opposed to compulsion by 
the federal government and acquiesce to it at the 
state level. You can’t carry water on both shoulders 
Unless you are willing and ready to adhere to and up- 
hold the true principles of our voluntary enterprise sys- 
tem and the freedom of your profession, you are apt 
to find yourself out in the cold, staring at the ashes of 
what was once a beautiful practice and a free existence. 


CLINICAL NOTES 


SUCCESSFUL TREATMENT OF 
MISMATCHED BLOOD TRANSFUSION 


J. Howard Varney, M.D. 

John K. Coker, M.D. 

and 

John J. Cawley, M.D., Bakersfield, Calif. ° 


This is a report on a patient who, because of a 
laboratory error, received group A blood while anes- 
thetized during an operation, when her true type was 
group B. It has been called to our attention that the 
successful treatment employed here is not generally 
known, and it is hoped that its publication will aid 
others faced with a similar grave condition. 


REPORT OF CASE 


A white woman, age 21, married two years and the mother 
of a 1 year old infant, sustained a compression fracture of the 
first lumbar vertebra on July 21, 1947 when she climbed a 
high ladder on a water well derrick and fell. On July 21, 1950 
a decompression laminectomy was carried out. The patient bled 
profusely from the venous plexus about the cord in the freeing 
of the adhesions and removal of the bone penetrating the cord. 
A blood transfusion was ordered. The laboratory reported the 
blood as type A, and type specific blood was matched and then 
was used in transfusion. The operation began at 8:05 a. m. 
At 8:25 a. m., 500 cc. of blood was given. At 9:30 a. m., 
another transfusion was ordered. In the cross matching with 
type A blood, hemolysis and clumping occurred. The patient's 
blood was retyped and found to be type B. The laboratory 
called the operating room to stop the previous blood trans- 
fusion, but it was too late as all had been given. The second 
bottle of blood was not given, and the operation was finished 
at 9:50 a. m. Meanwhile, one of us (J. H. V.) rushed to the 
hospital pharmacy where sodium bicarbonate was obtained from 
the kitchen, and 5 heaping teaspoonfuls were placed in 1,000 
ce. of 5 per cent dextrose in water. (Later weighing showed 
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this to be approximately 20 Gm.). On the patient’s return from 
the operating room, this solution was started intravenously. 
Catheterized urine showed 75 cc. of what appeared to be gross 
blood. The patient was cyanotic, moist and clammy. 

At 11:45 a. m., 1,000 cc. of 5 per cent dextrose in water was 
given. The patient awakened, vomited and then was able to 
hold down water. Twelve 5 grain tablets (0.33 Gm.) of sodium 
bicarbonate (4 Gm.) were then given orally at 12:30, with 240 
cc. of water. This was repeated every four hours. All fluids 
possible were given by mouth for diuresis. At 1:00 p. m., 
another specimen of catheterized urine was taken, and the 
nurses noted “75 cc. of very red urine which has the appear- 
ance of blood.” This showed a pu of 8 nitrozene paper. 

The patient received 1,000 cc. of 5 per cent dextrose in 
water at 2:00 p. m., and at 2:45 p. m. it was noted by the 
nurse that there was no longer any cyanosis. At 3:45 p. m., 
the patient was catheterized; 475 cc. of urine of a lighter red 
color than previously, showing a pu of 8, was obtained. She was 
given 1,000 cc. of 5 per cent dextrose in water about every 
two hours, receiving a total of 7,000 cc. of intravenous fluids, 
including sodium bicarbonate. At 8:30 p. m. the catheterized 
urine specimen of 500 cc., bloody colored but decidedly less 
so than the specimen taken at 3:45 p. m., showed a pu of 8. 
The patient was lethargic but responded when spoken to and 
drank fluids when requested. 

At 10:15 p. m., 600 cc. of catheterized urine showed a pu 
of 8, apparently clear, with no blood. At 11:15 p. m., 800 cc. 
of clear urine was obtained by catheter, showing a pu of 8. 
As the patient had excreted 800 cc. in one hour, we believed her 
kidney tubules had been flushed free of precipitated acid 
hematin, and intravenous fluids were no longer needed. She 
had received 7,000 cc. of intravenous fluids during the day 
(but no saline solution) and copious amounts of liquids by 
mouth (3,000 cc. estimated), for a total of 10,000 cc. 

The patient had an uneventful recovery and had normal 
urinary and blood findings on Sept. 20, 1950, with pronounced 
relief of neurological symptoms. 

Laboratory findings before the operation showed the urine 
to be normal, with a pu of 5 the evening before the surgical 
procedure. The hemoglobin was 89 per cent (13 Gm.) per 100 
ce., red blood cells 4,001,000, white blood cells 7,750, poly- 
morphonuclear leukocytes 62 per cent, lymphocytes 35 per 
cent and monocytes 3 per cent. The next morning, July 22, 
1950, the carbon dioxide combining power was 62.5 volumes 
per cent after all the alkalinization. We thought this would be 
much higher after the administration of so much sodium 
bicarbonate. 

On July 27, 1950, the blood studies showed hemoglobin to 
be 58 per cent (8.5 Gm.) per 100 cc., red blood cells 3,100,000, 
white blood cells 9,850, polymorphonuclear leukocytes 82 per 
cent, lymphocytes 14 per cent, eosinophils 3 per cent and baso- 
phils 1 per cent. 


COMMENT 


We had previously used the following formula on 
infants with severe acidosis from diarrhea: kilograms 
of body weight « 0.026 « (65 — present carbon diox- 
ide combining power) == grams of sodium bicarbonate 
needed. A 5 per cent solution should be given. Sodium 
bicarbonate cannot be boiled for sterilization. We real- 
ized from our studies in pathology that death in mis- 
matched transfusions is death in anuria; therefore, it 
occurred to us that intravenous alkalinization with 
sodium bicarbonate solution as above and _ fiushing 
with copious amounts of water (no saline solution) 
intravenously and orally might flush out the acid hema- 
tin already precipitated and prevent further precipitation 
because of alkalinity of the urine. Such proved to be 
the case. 
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COUNCIL ON NATIONAL 
EMERGENCY MEDICAL SERVICE 


LOCAL TACTICAL PLANNING AND 
LOGISTICS IN MEDICAL ASPECTS 
OF CIVIL DEFENSE 


Perrin H. Long, M.D., Baltimore 


This paper is one of a series requested by the Council on 
National Emergency Medical Service to inform the medical 
profession on problems pertaining to civil defense. It does not 
necessarily reflect, however, the opinions of the Council or of 
any other official body unless so stated in the article. 


A realistic point of view must permeate all local 
tactical planning and the logistics of civil defense. The 
development of guided missiles, long range bombers 
and the atomic bomb places every area in this country 
within range of a possible enemy attack. Thus, the 
philosophies and concepts of civil defense that were 
developed in the United States during World War Il 
must be radically altered. Instead of plans being made 
in terms of incidents and disasters involving scores 
or hundreds of casualties, the medical divisions of 
civil defense organizations have to be organized and 
supplied in some way so that, if called on, they will be 
able to cope with many thousands or even hundreds of 
thousands of casualties. 

In World War II, civil defense organizations were 
concerned primarily with their role in disaster relief 
of various types in their own community. Now, it 
appears definite that a properly centered atomic bomb 
burst over a populous target area would cause so much 
physical destruction and might produce so many casual- 
ties in the personnel of the local civil defense organiza- 
tion that the latter would probably be unable to function 
and that civil defense activities in such an incident 
would have to be carried out by personnel and sup- 
plies arriving from the outside under mutual assistance 
pacts. This real possibility further emphasizes the 
absolute necessity for adequate, accurate and realistic 
tactical and logistical planning by civil defense organi- 
zations if they are going to function in the hour of 
disaster. 

It should be obvious in civil defense planning that 
strategic areas exist and that such areas are likely to 
be attacked. Hence, planning the medical support for 
such an attacked area is of paramount importance. 
There are vast rural areas and small, medium or even 
large-sized urban communities in this country whose 
dangers from attack are negligible (except by accident), 
but each must be so organized as to be able to provide 
the maximal necessary support either locally or at a 
distance to areas that may be devastated. This means 
that each area and community, according to its medical 
resources, must be ready to contribute to the total civil 
defense needs of the country. 

In this report, it will be assumed that civil defense 
organizations have been set up under the general out- 
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line that was suggested by the Office of Civil Defense 
and that channels of authority and command have been 
Clearly established. Each medical unit must have a 
commander and as many deputy commanders as are 
considered necessary by local and state authorities. 
It will be further assumed that the concept of mobile 
civil defense organizations that can function at a dis- 
tance from their home base has been accepted. 

This report will deal primarily with planning the 
medical aspects of civil defense in the face of a major 
enemy attack. Lesser incidents may occur. Each hospi- 
tal must have an operational plan for coping with a 
disaster in which the casualties number scores or 
hundreds. It is suggested that hospital planning groups 
review the experience of the Massachusetts General 
Hospital and the Hartford Hospital in this latter respect. 

In considering the medical planning and logistics 
for a major civil defense operation, I will concentrate 
on the needs of the casualties, the sick and the injured. 
The public health aspects of such an operation will not 
be covered, because public health authorities in com- 
munities and states are aware of and accustomed to long 
range planning for the maintenance of the public health. 
However, this familiarity of public health officials with 
planning and logistical exercises should excite them to 
greater efforts when they consider the magnitude of 
the event for which the medical and allied professions 
must be prepared. 

For over two years there has been talk about civil 
defense. It is time to stop talking and get to work. If 
the people are not ready for the first enemy attack, 
a second may find them less ready. We in the medical 
and ailied professions must forget petty jealousies and 
annoyances; we must stop jockeying for position; we 
must submerge the prestige of individuals and groups, 
and we must stop being rank individualists, so that 
when we are called on to function in civil defense we 
will not fail. The nation cannot and must not let itself 
be knocked out by the first blow. 


TACTICAL SITUATIONS 


The following tactical situations must be used as the 
basis for the planning of civil defense at community 
and state levels: 


Situations Resulting from Atomic Explosions.—In 
the following subparagraphs, the assumptions made for. 
the amount of destruction and casualties are based on 
results from atomic bomb explosions similar to those 
at Hiroshima, Nagasaki, Bikini and in the New Mexico 
test. However, according to current reports more 
powerful atomic missiles have been developed, and 
this should be kept in mind in all planning and logistical 
exercises. 

Air Burst Atomic Bomb: If this type of atomic 
bomb were successfully used over a populous area, 
there would be widespread physical destruction and a 
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disruption of police, fire, sanitation, communication, 
power, transportation, food and water services. Resid- 
ual contamination with radioactive material would 
be minimal. Panic might be an important factor. Cas- 
ualties would mount to the thousands. For planning 
and logistical purposes, it can be assumed that there 
may be at least 120,000 casualties, of which 40,000 
will die at the moment of the blast or on the first day 
and that up to 20,000 of those injured will die in the 
next six weeks. To meet such an attack, preparations 
must be made for handling of 80,000 injured in the 
first week. It is believed that about 50,000 of the in- 
jured will require hospitalization and definitive treat- 
ment, while 30,000 will be ambulatory but will need 
some continuing medical care. About 85 per cent of all 
casualties, according to Japanese experiences, will 
result from thermal or mechanical injuries. Flying glass 
will be an important item in producing these casualties. 
Injuries to the eye may be frequent. Roughly 15 per 
cent of the initially surviving casualties will suffer pri- 
marily from the effects of ionizing radiation. Thermal 
burns and severe mechanical injuries will be problems 
during the first two weeks after an incident, while 
radiation sickness may be particularly important during 
the third and fourth weeks. 

Underwater Burst Atomic Bomb: Physical destruc- 
tion would be definitely less widespread, and fire would 
_ not be such a hazard. Varying degrees of disruption 
of police, fire, communications, power and transporta- 
tion services would be expected. Local food and water 
supplies might or might not be affected. Residual con- 
tamination with radioactive material would be heavy 
in the immediate area, and its extent would be governed 
by the “fall-out” of radioactive substances from the 
downdrift of the atomic cloud in the direction of the 
wind that prevailed at the time of the underwater 
explosion. Radiological monitoring services would be 
extremely important in the determination of the extent, 
degree and geographical pattern of radioactive con- 
tamination and hence in the determination of the activ- 
ity of rescue workers and first aid teams. Panic might 
be great. Casualties might number in the thousands but 
less than those from a high air burst. Mechanical in- 
juries might be numerous, while thermal injuries would 
be relatively unimportant. Radiation injuries under ex- 
treme conditions would be the most important group 
of casualties. 

Ground or Low Air Burst Atomic Bomb: Physical 
destruction would be great in the immediate area of 
the explosion but not so widespread as with an air 
burst. Fire might or might not be important. Police, fire, 
sanitation, communication, power and transportation 
services would be more or less intact except those 
proximal to the burst. Packaged food supplies or water 
might not be greatly affected. Residual radioactive con- 
tamination would be present in the area of the burst 
and in the area of the “fall-out” of dust from the down- 
drift of the atomic cloud. Radiological monitoring, 
similar to that described for an underwater explosion, 
would be most important. Panic might be a significant 
factor. Casualties might be numbered in the thousands. 
Mechanical, thermal and radiation injuries would be en- 
countered. 
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Attack with High Explosive and Incendiary Bombs. 
—In the event of such an attack, many of the problems 
encountered would be similar to those noted for an 
attack with an atomic air burst bomb. Obviously, there 
would be no danger from radioactive substances or con- 
tamination. However, it must be remembered that, in 
the high explosive and fire raids on Hamburg and 
Tokyo, the casualties were numbered in the scores of 
thousands. Panic might be great. Mechanical and ther- 
mal injuries would be important. Normal services might 
be greatly disrupted. 

Attacks with Chemical Agents——Chemical warfare, 
if used, probably will be limited to nerve gases until 
invasion is imminent. The attack most likely would be 
made by air, with chemical bombs used in conjunction 
with high explosive bombs. Glass breakage will preclude 
effective closure of buildings in the impact area. The 
presence of gas should be recognized almost immedi- 
ately from the typical symptoms of casualties from the 
nerve gases. The damage to the populace will greatly 
exceed material destruction. The initial distribution of 
gas will be spotty, highest at the points of burst and 
near ground level, but will shift rapidly because of wind 
and turbulence. Vapors will drift downward in danger- 
ous concentrations. The area involved may be more 
than a mile in large attacks with nonpersistent nerve 
gas or only a few hundred feet in small attacks with 
persistent nerve gas. Streets will be clear of nonper- 
sistent nerve gas in a few minutes, but it may remain 
much longer in buildings. Persistent types of nerve gas 
may render an area hazardous for hours or days unless 
decontaminated. Some evasive action is possible by 
holding one’s breath and quick retreat to the upper 
floors of buildings. 


Bacteriologic Warfare.—As little definite and official 
information has been made available regarding the po- 
tentialities of this type of an attack, adequate planning 
for the logistical support of medical activities in the face 
of bacteriologic warfare is not easy at this time. 


TACTICAL PLANNING AND LOGISTICS 


In planning for the logistical support of medical 
activities in civil defense in the event of an attack with 
atomic, high explosive, thermal and/or chemical mis- 
siles on a populous or any other area in this country, 
One must predetermine the following points: 

Necessary Coordinations.—A civil defense program 
will fail unless the proper and necessary staff and com- 
mand coordinations of the activities of the various units 
concerned have been made at the local, state and re- 
gional levels. Also the activities of all units within the 
medical division must be similarly coordinated. All co- 
ordinations should be reduced to writing in the opera- 
tional plans, with all interested services having copies 
and a full understanding of their respective places, roles 
and duties, as set forth in the master civil defense opera- 
tional plan. This plan should be published and revised 
as indicated. Such a plan must be in the possession of 
and coordinated with (and possibly modified by) all 
civil defense units of other communities that may be 
called on to render mobile mutual assistance under 
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properly negotiated pacts. As a matter of fact, under 
such pacts, community X should plan how it is going 
to solve the problem of medical aid to stricken com- 
munity Y, and vice versa. The medical and public 
health activities in a civil defense operational plan must 
be coordinated with the activities of the police, fire, 
transportation, communications, power, evacuation, 
sanitation, radiological defense, chemical defense, bio- 
logic defense, food and other pertinent services. All unit 
commanders should be thoroughly familiar with the 
total activities of the medical division. In addition, each 
civil defense operational plan should be carefully co- 
ordinated through the community and/or state civil 
defense directors, with the nearest Army, Navy and Air 
Force installations and with Army Area Headquarters. 
It is my opinion that each Army Area Headquarters 
will stand ready to give advice and assistance to state 
civil defense directors in the local tactical and logistical 
planning that will be necessary for all strategic areas. 
State and regional plans must be coordinated with the 
Office of Civil Defense at the federal level. Each service 
within a civil defense organization must thoroughly 
understand not only its own specialized duties but 
where, when and how its activities fit into the total pro- 
gram. 

Personnel Requirements.—Enemy attacks, if success- 
ful, will probably fall on strategic areas. These may or 
may not be heavily populated. Planning for personnel 
requirements for medical activities should be based first 
on local needs and resources. Each physician, dentist, 
nurse, pharmacist and veterinarian in a community 
must be assigned a role in civil defense. In populous 
areas, this planning must be minimal on the basis of 
maximal, i. e., 120,000, casualties. As manpower is a 
critical item, women between the ages of 18 and SO, 
preferably without great industrial, domestic or familial 
duties, should be trained and employed to the utmost 
extent in all medical activities in civil defense. Army, 
Navy, Air Force and Public Health Service reservists, 
while they may assist in the planning phase, should not 
be included as members of medical civil defense units, 
nor should men eligible for military service under cur- 
- rent selective service laws. The medical and allied per- 
sonnel needed for the provision of minimum adequate 
medical attention based on American standards in the 
event of a single maximal catastrophe as described 
above is outlined as follows: 

It is estimated that in the first echelon about 200 first 
aid teams (nine women to a team), equipped with 
Army-type first aid kits, and 200 stretcher squads (32 
men, four stretchers per squad) would be needed. At 
least a hundred casualty collecting points, each staffed 
by a physician, a dentist, first aid women and stretcher 
bearers, will be required. One hundred ambulance com- 
panies (40 women drivers, 20 vehicles per company) 
should be available. Forty casualty clearing stations, 
100 shock teams, 80 general surgical teams, 40 ortho- 
pedic teams, 40 ophthalmological surgical teams, 40 
burn teams, 40 gas casualty teams, 20 thoracic surgical 
teams and 20 neurosurgical teams—organized profes- 
sionally according to the Army Table of Organiza- 
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tion—should be ready for duty in the fourth and fifth 
echelons. An acute psychiatric treatment center (six 
psychiatrists, three psychologists, psychiatric first aid 
women) should be attached to each casualty clearing 
station. Suitable personnel, buildings and equipment for 
establishing 10 to 15 large evacuation hospitals (750 
beds) and about 10 general hospitals (1,000 beds) 
should be earmarked in advance. 

About 15,000 to 20,000 casualties would require 
hospitalization for two or more weeks; hence planning 
for general hospitals should take this figure into con- 
sideration. No estimate can be made of the persons 
who would require immediate and/or prolonged psy- 
chiatric treatment, but they might be numerous. In 
planning for the minimal time of utilization of the per- 
sonnel listed above, 14 to 21 days of duty should be 
planned for all except those in evacuation and general 
hospitals. Thus, it can be seen that thousands of phy- 
sicians, dentists, pharmacists, veterinarians, nurses, 
nurses’ aids, first-aid women and litter bearers will be 
needed. In addition to the professional and technical 
personnel just listed, there must be included in each 
major medical unit persons who are trained in car- 
pentering, plumbing, electrical work and telephone re- 
pair. A unit will be quite helpless without a functioning 
utility section. Then, too, one must have medical tech- 
nicians, cooks, ward attendants in all units providing 
hospitalization. Physicians and nurses cannot rush off to 
the scene of the disaster and function efficiently without 
their auxiliary services. Chaplains must be provided in 
all major medical units. These are the minimal require- 
ments for the treatment of the casualties. 

In addition to the personnel of the casualty services 
who have just been enumerated, provisions must be 
made for organization of medical, surgical, pediatric, 
obstetric and neuropsychiatric units and facilities for 
the treatment of the sick, the injured and expectant 
mothers in gathering and reception areas and along 
routes of evacuation. 

In most recommendations for the organization of 
civil defense programs, the mortuary services have been 
placed in the medical division. Preparations must be 
made for the recovery, identification, recording and 
burial of the dead from the scene of the incident, hos- 
pitals, gathering and reception areas and along routes 
of evacuation. Proper identification of the dead and 
definitive marking of their graves are most important. 
This should be handled by the statistical division of the 
local public health organization. 

_ Sites of Medical Facilities and Hospitalization Prob- 
lems.—An area receiving a central atomic air burst, and 
for one or more miles about it, will probably have its 
permanent hospitals so badly damaged or disabled by 
electric power, water and/or gas pressure failures that 
they will be unusable. Hence, alternate sites must be 
chosen, peripheral in distribution, for all medical facili- 
ties. There should be one designated and marked casu- 
alty collecting point for each two city blocks, one clearly 
marked casualty clearing station peripheral to each five 
or six casualty collecting points, and near this one there 
should be a facility suitable for a surgical hospital (50 
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to 100 beds) and a neuropsychiatric center. Still further 
away from the periphery, at one to five miles from the 
casualty clearing stations, facilities should be available 
for evacuation hospitals (750 beds, with expansion to 
1,500). Schoolhouses, gymnasiums, armories, county 
fair buildings, colleges may be used as sites for these 
hospitals. In addition to the chosen alternate sites, 
planning should always be elastic enough to permit any 
needed improvisations. It must be remembered that 
each hospital site should have electric power, water, 
sanitation and cooking facilities or be likely to have 
them restored promptly. At least 25 gallons of water 
per day for each bed and power enough to use x-ray 
and all electrical equipment should be planned for. A 
hospital should not be immobilized because there is not 
enough electric power, gas or water. For general hos- 
pitalization, the possible use of municipal, county, state, 
Army, Navy, Air Force, Veterans Administration, 
Marine and voluntary hospitals up to 50 miles or more 
from the periphery should be investigated. The use of 
government, state or municipal hospitals, without prior 
written and authoritative commitments to that effect, 
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should not be depended on. In these commitments there 
must be definite data concerning the emptying of these 
hospitals to receive casualties. In the selection of sites 
for all medical facilities, one should keep in mind the 
over-all plans for the use of road nets, air fields, rail and 
water routes of transportation. All may have to be em- 
ployed. Forty thousand casualties from the attack plus 
certain civilian sick and injured and obstetric patients 
may have to be hospitalized during the first week, and 
15,000 to 20,000 or more casualties may need general 
hospital treatment for two or more weeks. The bed 
capacity of ordinary civilian hospitals can generally be 
doubled or tripled by the proper use of cots without any 
increase in staff personnel. Someone with overseas hos- 
pitalization experience in World War II can demon- 
strate how this can be done. 

All temporary and permanent medical facilities and 
reserved sites should be plainly marked on situational 
maps, and the procurement of the sites for these tempo- 
rary facilities should be~negotiated both within and 
without the civil defense organization at the earliest 
possible moment. Clarification of the powers of the civil 
defense director to requisition all types of areas, build- 
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ings, supplies, equipment is important. One should be 
sure that communication facilities are either available or 
that they will be provided. The use of walkie-talkies 
should be investigated. They may or may not work 
in a particular area. Runners for messages should be 
trained. A hospital without means of quick communica- 
tion to other medical facilities will not function very 
well in an emergency. Each medical facility should be 
numbered, designated and marked in advance, and di- 
rectional road signs to all emergency and fixed hospitals 
should be ready to be put up on the first day. Walking 
casualties, the sick and the injured must know where to 
go. All medical units should be numbered, and each 
should have a predetermined assembly place on the 
periphery of your community. They must know where 
to report at the moment of the incident. Each unit must 
be provided with a detailed medical situational map. 


Casualty Evacuation Plans.—Several sites should be 
chosen in any vulnerable area for the headquarters of 
civil defense and the offices of the medical director. In 
the latter should be the office of the medical regulator of 
casualty evacuation. This office will control and allot 
the thousands of vehicles which will be needed for im- 
mediate and remote evacuation of casualties, the hos- 
pital trains and all evacuations of casualties by air or 
water. It must have communications of some type direct 
to each of its motor pools, to casualty clearing stations 
and to all emergency and fixed hospitals that it is con- 
templated will be used in any local defense plan. This 
office should investigate, coordinate with other services 
and lay down in writing the plans for the use of the road 
networks and other transportation routes that will be 
necessary for evacuation. Roads must be allocated in 
advance. No patients should be moved from one hos- 
pital facility to the other except on orders from the 
medical regulator’s office. A schematic plan for the 
evacuation and hospitalization of casualties by echelon 
is given in the chart. 


Estimation of Casualties and Physical Destruction of 
Medical Facilities.—In estimates of casualties, the time 
and the place (center) of the atomic explosion must be 
considered on a day (8 a. m. to 6 p. m.) and a night 
(6 p. m. to 8 a. m.) basis or on other more pertinent 
local time distributions. Population densities should be 
predetermined and charted on large scale maps for 
every block in each city for day and night. Then, in 
case of an atomic or other type of attack, an appro- 
priately centered, transparent overlay, made to scale 
and placed on the population map for the time of the 
explosion, will permit a rapid numbering of the possible 
casualties. If a similar map is prepared showing the 
physical location of all permanent and designated emer- 
gency medical facilities, then by the use of the trans- 
parent overlay a quick estimate may be made in relation 
to their usableness in the emergency. In civil defense 
exercises, the effects of bomb drops over various areas 
of the city should be studied. Special reference should 
be made to the possible protective effect of hills in 
lessening the effects of atomic explosions. Large scale 
contour maps of a city are helpful in this respect. In 
addition to estimates of casualties, figures must be ob- 
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tained in advance for the possible number of sick, 
injured, neuropsychiatric and obstetric cases which may 
be expected in gathering and reception areas and along 
lines of population evacuation during the period of the 
emergency. These figures may be obtained in part from 
local morbidity and birth rates. 

identification of Casualties and Others.—It is most 
important from the point of view of individual and 
group (family) morale, insurance benefits, estate set- 
tlements and proper medical care that all casualties and 
all sick and injured be properly iJentified and recorded 
both initially and later on. It is suggested tha: all casual- 
ties (dead and alive) and all sick and injured be identi- 
fied and tagged in the first instance with an Army 
Emergency Medical Tag. It is recommended that the 
Armed Forces Medical Record be adopted for use in 
all hospitalized patients in a civi: defense operation. It 
is believed that a central record center, developed by 
the statistical branch of the public health organization, 
to which all casualty, evacuation and sick and injured 
reports will flow, should be set up in civil defense organ- 
izations in all strategic or populous areas. This is an 
absolutely necessary service if a type of cha~~ is to be 
avoided. 

Recognition.—Each member of the civil defense or- 
ganization should have a clearly defined and uniform 
insigne in order that he may be recognized promptly. 
This is most important because, otherwise, if strict 
security provisions are enforced (declaration of an 
emergency or martial law by the governor, Army area 
commander or the President of the United States), civil 
defense workers may be denied access to the damaged 
area. It appears likely that, on account of the confusion, 
vandalism and looting that may occur during an inci- 
dent, and for reasons of external and internal secur- 
ity, martial law, either state or federal, will be declared 
in any attacked area. One should determine whether or 
not the governor plans to declare martial law if an 
enemy attack is made or a disaster occurs. Regardless 
of his current decision, one had better plan on this 
happening. 

Food.—The problem of feeding proper food to 40,- 
000 or 50,000 casualties, the evacuees and the thou- 
sands of people in medical and other organizations in 
the civil defense program will be a job requiring most 
careful planning and coordination. It is not a matter of 
- coffee and doughnuts, but rather a logistical problem 
in nutrition of first magnitude. The over-all planning 
and logistics of food supplies is not a responsibility of 
the medical and public health division of a civil defense 
organization. However, it is this division’s responsibility 
to plan for the hospital rations that will be needed for 
the casualties, the sick and injured, and the food for 
their own personnel. Most cities have over-all food 
supplies for about a week. Much of this food may be 
destroyed, damaged or contaminated during an incident. 
_ It is my opinion that, in this phase of planning for all 
rations, civil defense directors in strategic or populous 
areas should get advice, first from the Office of the 
Surgeon General, Department of the Army, and then 
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from the Quartermaster of Army Area Headquarters. 
All the help that can be obtained on this problem will 
be needed. 

Medical Supplies.—The problem of furnishing ade- 
quate medical supplies and equipment for the support 
of a major atomic attack on a populous area is one of 
the most difficult in the whole field of civil defense 
logistics. Cots, blankets, stretchers, surgical instruments 
and equipment, bandages, whole blood, plasma, anti- 
biotics, intravenous solutions, morphine and other drugs 
and supplies will.be needed to take care of the casu- 
alties, sick and injured in case of a major incident. It 
may be recalled that, in about 20 months of combat in 
Italy, the Fifth Army had to provide medical supplies 
for about 75,000 wounded. A civil defense organization 
in a populous area has to plan on providing medical 
supplies and equipment for possibly 80,000 or more 
living casualties which may occur in the flash of a sec- 
ond. The cost alone of these supplies and equipment 
would be staggering. The losses from deterioration 
would be enormous if each community or state at- 
tempted to stock all of its own needed supplies. For a 
community or state to prepare for a major incident by 
either ignoring the medical supply question or by laying 
in token supplies would also be a shocking situation, 
and one which would not be tolerated by an enlight- 
ened citizenry. The problem as to what should be done 
to provide adequate medical supplies for one, two or 
three major incidents is not an easy one and has not yet 
been answered. In my opinion, a possible solution 
would be to have communities and states provide the 
nondeteriorating items that would be needed for first aid 
purposes, while the federal government would provide 
the standard medical supplies and equipment that would 
be needed for the definitive treatment of the casualties. 
Enough of the needed supplies could be stored in army 
medical depots to take care of one, two or three inci- 
dents. Items subject to deterioration could be constantly 
turned over under such a system. In case of an attack 
the needed medical supplies could be flown or trans- 
ported by trucks to any part of the country within a 
few hours. This is just a suggestion. No solution has yet 
been put forward to this most important problem. The 
only advice that can be given at the present time to 
civil defense organizations is to seek the counsel of the 
Office of Civil Defense at the federal level on all aspects 
of their medical supply problems. A civil defense organ- 
ization must plan for the distribution of supplies after 
they have arrived. The personnel for this phase of 
activities must be well trained and should be registered 
pharmacists. The location of medical supply dumps, of 
which there should be one for each two evacuation hos- 
pitals, and the medical units in advance of these hos- 
pitals in each sector must be predetermined. Proper 
facilities should be available to prevent the deterioration 
of perishable items. Transportation must be arranged 
for, and requisition systems must be set up. If first aid 
supplies are stored locally, they must be distributed at 
several places on the periphery of any given target area. 

615 North Wolfe Street. 
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The following products have been accepted as conforming 
to the Rules of the Committee on Cosmetics. A copy of the 
rules on which the Committee bases its action will be sent 


on application. R. T. Stormont, M.D., Secretary. 


(Almay Hypo-Allergenic Cosmetics are formulated to mini- 
mize the possibility of allergic reaction to ingredients. They 
are scented and unscented.) 


Face Powder.—A fine textured powder consisting of talc, kaolin, 
magnesium stearate, titanium dioxide, and pigments, to reduce 
the gloss or shine of the skin and to conceal minor skin blem- 
ishes and imperfections. Box: 3 oz. Almay, Division of 
Schieffelin & Co. 


Powder Base.—An oil-in-water emulsion of spermaceti, water, 
Almay Face Powder (white), pigments, polyhydric alcohol fatty 
acid esters, sorbitol, Preservatives (methyl parahydroxybenzoate 
and propyl parahydroxyb te), to insure a more lasting 
adherence of face powder and to subdue skin shine. Tube: 
1 oz. Almay, Division of Schieffelin & Co. 


Foundation Lotion for Oily Skins.—A heavy lotion consisting 
of talc, zinc oxide, Neutracolor (brand of bentonite and oxide 
of iron powder), polyglycol esters, glycerin, ethyl alcohol, oil of 
lavender, water, to help conceal scars and minor skin dis- 
colorations. Bottle: 3 oz. Almay, Division of Schieffelin & Co. 


Face Rouge-Cream.—A waxy cream consisting of hydrocar- 
bons, fatty acid esters, and purified lakes, to enhance the color 
of the cheeks. Case: 0.33 oz. Almay, Division of Schieffelin 
& Co. 


Face Rouge-Cake.—A smooth firm cake consisting of talc, 
kaolin, calcium carbonate, (titanium dioxide in some shades), 
and purified lakes, to enhance the color of the cheeks. Case: 
0.14 oz. Almay, Division of Schieffelin & Co. 


Lipstick.—A smooth waxy solid consisting of hydrocarbons, 
fatty acid esters, tetrabromofluorescein and purified lakes, 
(titanium dioxide in some shades), to enhance the color of the 
lips. (All shades also available without tetrabr cein.) 
Case: 0.132 oz. Almay, Division of Schieffelin & Co. 


Eye Shadow.—A heavy, smooth paste of hydrocarbons and 
colors (as iron oxides, hydrated chromium oxide and carmine), 

to accentuate the eyes. Case: 0.046 oz. Almay, Division of 
Schieffelin & Co. 


Mascara.—Consists of lamp black or brown pigment (iron 
oxide), clay, silicates, propylene glycol, and water, to enhance 
the color of the eyebrows and eyelashes. Tube: % oz. Almay, 
Division of Schieffelin & Co. 


Nail Polish Remover.—A colorless liquid of highly purified 
organic liquids of the alcohol, ketone and ester types, to 
remove nail polish. Bottle: 2 oz. Almay, Division of Schieffelin 
& Co. 


Cold Cream.—A white cream consisting of liquid petrolatum, 
spermaceti, borax, beeswax and water, to serve as a lubricant 
and an emollient. Tube: | oz.; Jar: 34% oz., 7% o7z., 16 oz. 
Almay, Division of Schieffelin & Co. 


Liquefying Cream.—A white, anhydrous cream consisting of 
petrolatum, paraffin, for cleansing the normal! and oily types 
of skin. Tube: 1 0z.; Jar: 3% oz., 7 oz. Almay, Division of 
Schieffelin & Co. 


Almatone.—An anhydrous, light-amber colored unguent of 
firm consistency which liquefies on contact with the skin con- 
sisting of lanolin, lanolin derivatives, spermaceti and petro- 
latum, to serve as a skin emollient. Tube: 1 0z.; Jar: 344 02z., 
7% oz. Almay, Division of Schieffelin & Co. 
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Greaseless Cream.—A water miscible cream consisting of potas- 
sium soaps of stearic and oleic acids, propylene glycol, and 
water, to serve as a detergent for excessively oily skin. Tube: 
1 oz.; Jar: 334 0z., 8 oz. Almay, Division of Schieffelin & Co. 


Hand Cream.—A white water miscible cream consisting of 


potassium soap of stearic acid, water, cetyl alcohol, fatty acid 


esters and propylene glycol, to serve as an emollient. Tube: 
1 oz.; Jar: 334 oz. Almay, Division of Schieffelin & Co. 


Talcum Powder.—An absorbent body powder -consisting of 
talc, kaolin, magnesium stearate, titanium dioxide, iron oxide 
pigments, to absorb moisture to refresh the skin. Canister: 412 
oz. Almay, Division of Schieffelin & Co. 


Dusting Powder.—A highly absorbent body powder consisting 
of talc, kaolin, magnesium stearate, titanium dioxide, iron oxide 
pigments, to absorb moisture and to refresh the skin. Box: 6 
oz. Almay, Division of Schieffelin & Co. 


Astringent.—A colorless liquid consisting of polyglycol esters, 
ethyl alcohol, oil of lavender and water, to serve as a mild 
astringent and as an after shave lotion. Bottle: 4 oz. Almay, 
Division of Schieffelin & Co. 


Wave Set.—A slightly viscous lotion consisting of algin, pro- 
pylene glycol, glycerin and preservative (methyl parahydroxy- 
benzoate), to facilitate temporarily waving or setting the hair. 
Bottle: 8 oz. Almay, Division of Schieffelin & Co. 


Pine Bath.—A clear green highly concentrated liquid consist- 
ing of Canadian pine-needle oil and aromatics in sulfonated 
oil, to perfume the bath. Bottle: 8 oz. Almay, Division of 
Schieffelin & Co. 


Cold Cream Soap.—A mild bland creamy soap consisting of 
sodium soap of tallow, and coconut oil, containing 3% Almay 
Cold Cream, to cleanse the skin when a bland soap is required. 
Bar: 4 oz. Almay, Division of Schieffelin & Co. 


Toilet Water (Mist)—A dilute aqueous alcohol solution of 
essential oils. Bottle: 4 oz. Almay, Division of Schieffelin & Co. 


Perfume.—Composed of alcohol, a fixative and essential oils. 
Bottle: 2 drams; % oz., 1 oz. Almay, Division of Schieffelin 
& Co. 


Italian Balm.—An aqueous emulsion in which a gum, alcohol, 
glycerin and other ingredients are dissolved or dispersed. It 
is used to protect and soften the skin. Bottle: 9/16 oz., 2 oz., 
4 0z., 6 oz. and 9 oz. Campana Sales Company: 


Beauty Counselors Astringent——A hydro-alcoholic solution of 
a pu controlled aluminum salt, intended to help remove make- 
up and to give a cooling effect. Bottle: 2 fl. oz., 3 fl. oz. and 
8 fl. oz. Cosmetic Laboratories, Incorporated. 


Beauty Counselors Cleansing Formula #2.—A solid oil-in- 
water emulsion of the cold cream type consisting of waxes, 
petrolatum, and mineral oil, water and perfume, intended to 
cleanse. Jar: 1% 0z., 3% oz., 8% oz. and 15 oz. Cosmetic 
Laboratories, Incorporated. 


Beauty Counselors Cocoanut Oil Shampoo.—A soap shampoo 
consisting of a cocoanut oil soap in water solution, tinted and 
perfumed, intended to cleanse the hair and scalp. Bottle: 3 fi. 
0z., 8 fi. oz. and 16 fi. oz. Cosmetic Laboratories, Incorporated. 


Marion Phillips Day Liquid—A white body lotion consisting 
essentially of a gum, alcohols, triethanolamine, stearic acid, 
lanolin, a glycol, a preservative, perfume and a coloring agent, 
to serve as a lubricant for massaging the skin of the bust, 
abdomen and hip areas. Bottle: 6 fi. oz. Maternity Cos- 
metics, Incorporated. 


Marion Phillips Deodorant.—A flesh tinted cream consisting 
essentially of a monostearate, a wax, a glycol, a sodium alkyl 
sulfate, hexachlorophene, titanium dioxide, perfume and color- 
ing agents to deodorize perspiration. Jar: 14 oz. Maternity 
Cosmetics, Incorporated. 


‘ 
5195 


Vol. 145, No. 13 


Marion Phillips Night Cream.—A flesh tinted cream consist- 
ing essentially of alcohols, petrolatum, sodium alkyl sulfate, 
a glycol, cocoa butter, colors and perfume, to serve as a 
lubricant for massaging the skin of the bust, abdomen and 
hip areas. Jar: 234 oz. Maternity Cosmetics, Incorporated. 


Allercreme Hypo-Allergenic Cosmetics.—These products are 
formulated to minimize the possibility of allergic reaction to 
ingredients. They are scented and unscented. Texas Pharmacal 
Company. 


Face Powder.—A milled powder of ultrafine texture consist- 
ing of titanium dioxide, magnesium stearate, light calcium 
carbonate, purified talc, colloidal kaolin and colors, to give a 
soft mat finish to the complexion. Box: 3.1 oz. Texas Pharmacal 
Company. 


Cream.—A smooth “light white cream consisting of 
white beeswax, microcrystalline paraffin, petrolatum, borax, 
and water, to cleanse the skin. Jar: 2.8, 7 oz. Texas Pharmacal 
Company. 


Liquid Cleanser—A colorless slightly opalescent liquid con- 
sisting of sodium dioctylsulfosuccinate, acetone, alcohol, and 
water, to serve as a substitute cleansing cream for those with 
oily skin. Bottle: 6 oz. Texas Pharmacal Company. 


Mild Astringent—A clear pale green liquid consisting of 
aluminum chlorhydroxide complex, propylene glycol, alcohol, 
water and certified color, to refresh the skin. Bottle: 6 oz. 
Texas Pharmacal Company. 


Lubricating Cream.—A nearly white, semi-solid emulsion of 
the oil-in-water type consisting of sorbitol, petrolatum, anhy- 
drous lanolin, cetyl alcohol, cholesterol derivatives of lanolin, 
triethanolamine stearate, butyl para-hydr _ propyl 
para-hydroxybenzoate and water, to lubricate the skin. Jar: 1.8 
oz. Texas Pharmacal Company. 


Lubricating Cream, Special Formula.—A nearly white, semi- 
solid emulsion of the oil-in-water type consisting of sorbitol, 
petrolatum, cetyl alcohol, sorbitan sesquioleate, triethanola- 
mine stearate, butyl para-hydroxybenzoate, propyl para- 
hydroxybenzoate and water, particularly designed as a skin 
lubricant for those sensitive to lanolin. Jar: 1.8 oz. Texas 
Pharmacal Company. 


Satin Finish Make-Up.—A solid tinted cake consisting of 
tinted powder base, candelilla wax, absorption base, isopropyl 
palmitate-myristate, butyl stearate, to serve as a base for make- 
up. Compact: % oz. Texas Pharmacal Company. 


Pink Petal Lotion.—A delicately pink tinted liquid emulsion 
of the oil-in-water type consisting of triethanolamine stearate, 
cetyl alcohol, cholesterol derivatives of lanolin, isopropyl palmi- 
tate-myristate, glycerin, butyl para-hydroxyb te, propyl 
h te, water, and certified color, to provide 
an emollient make-up base. Bottle: 2 oz. Texas Pharmacal 
Company. 


Skin Lotion.—A nearly white liquid emulsion of the oil-in- 
water type consisting of triethanolamine stearate, cetyl alcohol, 
cholesterol derivatives of lanolin, petrolatum, glycerin, butyl 

b , propyl para-hydroxybenzoate and water, 
to serve as an emollient. Bottle: 6 oz. Texas Pharmacal 
Company. 


Dusting Powder.—A milled white powder consisting of titanium 
dioxide, light calcium carbonate, colloidal kaolin, and purified 
talc, to absorb moisture and to refresh the skin. Box: 6 oz. 
Texas Pharmacal Company. 


Fluff-Creme Shampoo.—A semisolid ointment like preparation 
consisting of sodium lauryl sulfate, cholesterol derivatives of 
lanolin, butyl para-hyd sodium stearate, cetyl 
alcohol and water, to cleanse the hair and scalp. Jar: 2.8 oz. 
Texas Pharmacal Company. 


Lipstick.—A smooth waxy solid consisting of castor oil, glyceryl 
monostearate, candelilla wax, absorption base, certified colors 
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and bromo acid, to enhance the color of the lips (indelible 
and nonindelible). Tube: 4 Gm. Texas Pharmacal Company. 


Creme Rouge.—A waxy cream consisting of petrolatum, 
ozokerite, absorption base and colors, to enhance the color 
of the cheeks. Case: 1.6 Gm. Texas Pharmacal Company. 


Cake Rouge.—A smooth firm cake consisting of talc, precipi- 
tated calcium carbonate, colloidal kaolin and certified colors, 
to enhance the color of the cheeks. Case: 2.3 Gm. Texas 
Pharmacal Company. 


Nursery Lotion.—A white, liquid emulsion of the oil-in-water 
type consisting of petrolatum, absorption base, triethanolamine 
stearate, cetyl alcohol, diglycol stearate, sorbitol, butyl para- 
hydroxybenzoate, perfume oil and water, to serve as a skin 
emollient. Bottle: 6 fl. oz. and gal. Texas Pharmacal Company. 


Nursery Powder.—A milled, fine white powder consisting of 
titanium dioxide, light calcium carbonate, colloidal kaolin, 
corn starch, butyl para-hydroxy , perfume oil and 
purified talc, to absorb moisture and refresh the skin. Can: 
4 oz. Texas Pharmacal Company. 


Perfume.—Composed of alcohol, a fixative and essential oils. 
Bottle: 2 fl. drams. Texas Pharmacal Company. 


COUNCIL ON FOODS 
AND NUTRITION 


The following products have been accepted as conforming to 
the rules of the Council. James R. Wison, M.D., Secretary. 


The Gerber Products Company, Fremont, Mich. 


GeRSER’S ORANGE PUDDING. Ingredients: Sugar, concentrated orange 
juice, cornstarch, egg yolks, cream powder, whole milk powder, salt and 
concentrated lemon juice in water necessary for preparation. 

Analysis (submitted by manufacturer).—Total solids 24.72%, moisture 
75.28%, ash 0.44%, fat (acid hydrolysis) 2.95%, protein (N x 6.25) 0.96%, 
ea 0.03%, carbohydrates other than crude fiber (by difference) 


Vitamins and Minerals Per 100 Gm. 
Vitamin A 146 1.U. 
BONE 7.505 mg. 


Calories.—1.12 per gram; 31.75 per ounce. 


Use.—For use in the feeding of infants, young children, convalescents 
and others requiring a soft diet. 


H. J. Heinz Company, Pittsburgh, Pennsylvania. 


Hemnz STRAINED BEEF AND Liver Soup. Ingredients: Beef, farina, 
chicken livers, lamb livers, potatoes, carrots, celery, tomato solids, salt 
and water to prepare. 

Analysis (submitted by manufacturer).—Total solids 11.26%, moisture 
88.74%, ash 0.86%, fat (acid hydrolysis) 1.25%, protein (N x 6.25) 
3.32%, crude fiber 0.47%, total carbohydrates other than crude fiber (by 
difference) 5.36%, total sugar (as sucrose) 1.19%. 


Vitamins and Minerals Per 100 Gm. 
Vitamin A Activity......... eecceessebens 4600 1.U 
Thiamine 0.024 mg 
Riboflavin ees 0.25 mg. 
Ascorbic acid ......... 1.0 mg. 
Nicotinic acid .......... sdocdaevecedcens 1.28 mg. 
Calcium 27.0 mg. 
Iron ..... 1.0 mg. 

Calories.—0.47 per gram; 13 per ounce. 
Use.—For use in the feeding of infants, convalescents and others 


requiring a soft diet. 
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ADVERTISING FOR HOME REMEDIES 


It is time to call a halt to the trend that seems to be 
occurring in the lay advertising of home remedies. Years 
ago there was much concern over such advertising be- 
cause of its frankly misleading qualities and because of 
the frequency with which it was associated with harmful 
and also with useless preparations. Then for a time the 
advertising seemed to be improved. Probably several 
factors were responsible: the vigilance of the American 
Medical Association councils and bureaus, the activities 
of the Food and Drug Administration and the Federal 
Trade Commission, the interest of the Better Business 
Bureau, the watchfulness of the Post Office over what 
passed through the mails, and resentment by the public. 
Perhaps there also developed a realization by at least 
some of those responsible for the advertising copy that 
truthful and nonmisleading advertising is a better asset 
for long-continued business than is the puffery associ- 
ated with bombastic claims. Perhaps, in addition, gen- 
eral business conditions exerted a controlling influence. 

Regardless of the cause of what seemed to be an 
improvement, the copy began to slip until today it is 
suggestive of the so-called patent medicine era at its 
peak. Undoubtedly the untruths are not as blatant now 
as a few decades ago, but clever writing and careful dis- 
play more than compensate for the limitations placed on 
deliberate fabrication. For example, in one advertise- 
ment is a glaring boldface caption which reads “New 
$1,000,000 Relief Stops Arthritis Pain.” This is fol- 
lowed by small print and then at the bottom of the 
advertisement in large black letters the words “New 
Norito Effervescent.” A million dollars to develop this 
medicament? Perhaps promotionally. Another display 
shows “What do doctors prescribe for headache?” as 
a headline in large bold letters. In even larger letters 
nearby are the letters “BC,” which to the careless or 
unwary reader might seem to be what physicians pre- 
scribe for headaches. Fine print, however, between the 
caption and “BC” provides a more revealing story, but 
the advertising copywriters probably are well aware that 
comparatively few persons read fine print when large 
boldface words are nearby to distract their attention. 

And so it is with other advertised products. Superla- 
tives appear to be the order of the day. Simple adjec- 
tives apparently lack sufficient color and are relegated 
in today’s copy to minor use or even to the wastebasket. 
By clever wording promises are suggested which leave 
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the reader believing that his health and other problems 
can now be solved without risk of failure. Perhaps 
testimonials are as simple, safe and effective as any 
promotional puffery for some types of products that 
lend themselves to such an approach. Hadacol is an 
outstanding example of the success of stagelike show- 
manship in advertising, the value of testimonials and 
the gullibility of a buying population. A simple mixture 
of vitamins and minerals in alcohol has been ballyhooed 
into a business reportedly involving millions of dollars. 
According to the testimonials, a boy 13 years old who 
complains of lack of energy takes Hadacol and fairly 
bursts from activity and appetite; a man who was ner- 
vous and run-down and who suffered from aches and 
pains and weakness conquered all with his first bottle; 
a three-year old girl sleeps and eats better; a young man 
is no longer nervous and has stopped turning and toss- 
ing in his sleep; someone had his “nervous stomach” 
settled; another was cured of heartburn and indigestion, 
and another was relieved of a “floating” stomach. 

Hadacol is advertised to relieve patients of stomach 
disturbances, gas, heartburn, indigestion, annoying aches 
and pains and certain nervous disorders when these are 
caused by “lack of vitamins B,, B., iron and Niacin.” 
But what lay individual can determine for himself 
whether such conditions are due to vitamin deficiencies? 
And does he really care as long as his eye fastens on 
words which are suggestive of his health problems? 
There are many of these users who are willing to believe 
what they want to believe and will lend their voices to 
support such advertising puffery as “because his [Dud- 
ley J. Le Blanc, the promoter of Hadacol] heart has 
always beat in sympathy with the cause of the oppressed, 
the infirm, the lame and the sickly, through endless 
effort and study he has developed today’s great Hadacol, 
one more addition to his long record of service to 
humanity.” 

But is this type of advertising ““come-on” really much 
different, at least in spirit or effect on the reader, from 
that seen for Pfunder’s Tablets, which is advertised 
with the headline-like caption “How to Tame Fierce 
Stomach Pains,” or for Lavoptik, which attracts pur- 
chasers through an advertisement entitled “Inflamed 
Eyes?” How often are “stomach pains” due to appendi- 
citis, colitis or ulcers? How often are inflamed eyes due 
to infection? Or, what about “Breath-o-lator” which 
“gets rid of breath odors at the source—mouth, throat, 
chest?” Who can show it overcomes the odors associated 
with advanced bronchiectasis, lung abscess, tooth cavity 
or oral manifestations of psychosomatic disorders? 

It is time to clean up advertising. If the manufac- 
turers or advertisers do not wish to assume their proper 
responsibility then those who control the media through 
which the products are advertised must be strict guar- 
dians over advertising claims. They should not per- 
mit such misleading come-on captions and statements 
as “Attention, Women. Your face can be years younger. 
Wrinkled, shriveled and crepey skin, sagging face and 
neck muscles, fatigue and eye lines begin to improve 
as soon as you start treatment by our Natural Method”; 
or, “Don’t Let Aches ‘and Pains Make You Miser- 
able. Hadacol has brought relief to thousands who 
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were suffering deficiencies of vitamin B,, B., Niacin and 
Iron”; or, “Amazing New Scientific Discovery for Pains 
of Arthritis, Rheumatism Stops Crippling Pain Fast” 
(for Imdrin); or, “The Discomfort and Pain of Kid- 
ney and Bladder Impairment” (for Mountain Valley 
Water); or, “Going Bald? Rout Out the Hair Killers. 
. . . Hormone Treatments Restore Nature’s Urge to 
Replace Lost Hair”; or, “Science Has Now Found How 
to Fight That Feeling of ‘Growing Old.’ . . . Amaz- 
ing New High-Potency Rybutol Gelucaps Can Help 
Restore Your Vitality, Strength, Energy Often Lost Due 
to Lack of Thiamin, Riboflavin, Niacinamide in Mid- 
dle-Aged Diets!” 

How long this type of appeal will be maintained de- 

pends largely on the supervision exercised by those in 
charge of advertising media. If liquor companies can 
use such dignified captions as “When your friends say 
‘Wonderful Evening’—be certain they really mean it!” 
“In the Public Eye!” and “Known by the company it 
keeps,” purveyors of items so closely related to health 
as drugs should exercise the same restraint or expect 
eventually to answer to the public or even the courts for 
their audacity. It seems strange that some pharmacies, 
for example, that are trying to obtain prescription busi- 
ness blatantly advertise products as mentioned in the 
preceding paragraph. They do not arouse much enthusi- 
astic support from physicians by their antics, nor do 
they inspire confidence by the public. 
Some, perhaps most, publications with large circu- 
lations and many radio stations have departments that 
serve as critics of the submitted advertisements. Not 
always do they have the whole-hearted support of their 
colleagues who are responsible for the solicitation or 
acceptance of advertising copy, and their objections to 
claims sometimes are overruled. Too often they are 
forced to ask only “Is the product safe” when the ques- 
tion should be “Will publication cause a disservice to 
our readers or listeners?” The acceptance of anything 
which causes a needless expenditure of funds by mis- 
leading statements or which affects the health by caus- 
ing the user to put off proper treatment constitutes a 
disservice. Too often readers of advertisements are led 
into believing they suffer from the symptoms mentioned 
in an appealing advertisement when actually there is 
nothing wrong with them, at least nothing that exercise, 
a hobby, change of activities or even rest for several 
_ nights will not overcome. 

Perhaps some who are not familiar with the laws of 
the country believe that the mere marketing of a prod- 
uct means the claims comply with all laws. If there are 
any who sincerely believe this, they should ask repre- 
sentatives of the Food and Drug Administration and 
the Federal Trade Commission about the limitations 
of the statutes under which these agencies act, the limi- 
tation of personnel that each agency suffers and the 
slowness with which court actions sometimes occur. 

Responsibility for clean advertising copy rests with 
the manufacturer or distributor and his advertising 
representative, sometimes wtih his sales outlet and 
always with those who control the medium through 
which the advertising appeal is made. No one who en- 
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gages in any part of the transaction can turn away with 
the thought that the promotion is not his problem. If he 
has any sense of moral obligation to those who turn to 
him in trust, he will not disclaim responsibility but 
instead will be eager to assume it. In the long run, it 
will be to his advantage even from a business viewpoint. 


INTRAVENOUS FRUCTOSE FEEDING 


Evidence that fructose is a better sugar than glucose 
for intravenous feeding is reported by Weichselbaum 
and associates of the Department of Surgery, Wash- 
ington University, St. Louis. Ten patients were each 
given an intravenous infusion of 1 liter of 10 per cent 
glucose, with a previous or subsequent infusion of 
1 liter of 10 per cent fructose. Periodic blood samples 
were taken and urine collected during a period of 
several hours. Blood and urine glucose and fructose 
were determined quantitatively. After the glucose injec- 
tion the blood glucose titer rose in a typical case to 458 
mg. per 100 cc. After the fructose injection there was a 
moderate increase in blood fructose with a return to 
zero within 60 minutes. There was usually a high degree 
of glycosuria following the glucose injection, the sugar 
loss being as much as 25 per cent of the injected dose. 
With fructose injections the maximum sugar loss was 
never more than 5.8 per cent. These data suggest that 
fructose given intravenously is rapidly converted into 
hepatic glycogen, and the St. Louis surgeons recom- 
mend its use in routine intravenous feeding. Further 
study seems indicated to determine the general applica- 
bility of this sugar. 


WHAT WEEK IS IT? 


An interesting booklet from the United States De- 
partment of Commerce reveals there will be more than 
380 special days, weeks and months in 1951. Many of 
them are of national significance because of historical 
developments. Others are founded on religious activi- 
ties. Still others, however, are simply the result of en- 
thusiastic business promoters. April and May seem to 
be the busiest months, with 48 such events scheduled 
for each. March is the next busiest, and June, strangely, 
rates only fourth place. What are a few of the more 
unusual? Odorless Decoration Week and Large Size 
Week in January; National Kraut and Frankfurter, Pea- 
nut, Table Tennis, Smile, Sew and Save weeks and 
Pancake Day. In March is Honey for Breakfast Week; 
in April, National Laugh, Perfect Shipping, National 
Trimmed-Dress and Large Size weeks; in June, Expec- 
tant Fathers Day and National Bow Tie Week, and in 
October, Save the Horse Week, Sweetest Day and 
Cleaner Air Week. We are particularly intrigued, how- 
ever, with National Leave Us Alone Week. While occur- 
ring in April, it suggests possibilities for the eleven 
other months. 


1, Weichselbaum, T. E.; Elman, R., and Lund, R. H.: Proc. Soc, 
Exper. Biol, & Med, 75%: 816 (Dec.) 1950. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


Imitation, they say, is the sincerest form of flattery, 
and the medical profession can accept as a tribute to its 
campaign against compulsory health insurance the fact 
that so many members of the opposition have taken 
up the cry that they, too, are opposed to socialized 
medicine. Perhaps the gentlemen protest too much. 
Certainly not many persons take them seriously. Mil- 
lions did not during last fall’s elections, and today some 
of the most outspoken socializers are sitting on the 
sidelines. The public’s magnificent response to medi- 
cine’s crusade against socialistic legislation has forced 
those who would regiment us all under federal bureau- 
cracy to attempt concealment of their real purpose. 

I think you will be interested, therefore, in a bit of 
light, cast from Oscar Ewing’s Federal Security Agency, 
which illuminates his true aims. The 


I am completely confident that the state and county 
societies and auxiliaries, and physicians acting indi- 
vidually, will do it well. 

In this connection, I am deeply gratified to see how 
many state and county medical societies are employ- 
ing professional public relations men, or setting up 
their own public relations departments. Already, 23 
state societies employ full ume public relations men. 
Many, in addition to their own staff, employ professional 
counsel for the larger tasks that arise periodically. The 
development of better public relations at the local level 
is one of the finest moves medicine could possibly make. 

Physicians did not seek their present prominent posi- 
tion in the public eye. It was forced on them by the 
planners of the welfare state, who saw in the medical 
profession the first victim of their pro- 


following directive appears on page 7, 
chapter 4, of a current pamphlet issued 
by Mr. Ewing’s “Bureau of Public 
Assistance,” titled “Common Human 
Needs,” and subtitled “An Interpreta- 
tion for the Staff in Public Assistance 
Agencies”: “Social security and public 
assistance programs are a basic essen- | 
tial for attainment of the Socialized 
State envisaged in democratic ideology, 
a way of life which so far has been 
realized only in slight measure.” Fur- 
ther comment, I think, hardly is neces- 
sary. 

Mr. Ewing’s directive, however, does 
emphasize the fact that our task has 
not been completed—that socialism remains a basic 
tenet of the Administration program, despite grave and 
far-reaching implications of the international situation. 
Despite the fact that millions of Americans, through 
more than 10,000 national, state and local organizations, 
have publicly and officially repudiated them, bills call- 
ing for a federal program of compulsory health insur- 
ance have been reintroduced in Congress. What is 
needed now is a continuing flow of resolutions from 
groups of all sorts and sizes, giving Congress unequivo- 
cal evidénce that the people back home do not want 
any part of socialism. To achieve this, we are accelerat- 
ing action on the local, the grass roots level. We know, 
from the results of last October’s advertising campaign, 
that the people of Main Street will respond. There is 
great work—and a great deal of it—to be done, and 


gram of socialization. But like the boy 
who didn’t intend to fall into the creek, 
we physicians have profited by the ex- 
perience. 

We have learned to swim, so to 
speak. We have seen demonstrated in 
dramatic fashion the basic assumption 
of our democracy—that when the peo- 
ple are given the facts, they decide 
wisely. Wherever the effort has been 
made. to keep the public informed, the 
rewards in better understanding and 
increased cooperation have been great. 
Our enemies still may hate us, but 
our friends know us better and like 
us more. 

In this third year of our National Education Cam- 
paign we have reached a point where a little construc- 
tive, personal evangelism is called for. We all know | 
the therapeutic value of mutual understanding and 
confidence between physician and patient. Just the other 
day a letter came to Campaign Headquarters from a 
physician in Minnesota. That letter outlined a thoughtful 
and thorough plan for enlightening the public as to just 
what it means to be a physician. It would be of immea- 
surable value to the medical profession if that sort of 
initiative and creative thinking about our relationship 
with our patients and our fellow citizens could become 
an integral part of all our lives. 


ELMER L. HENDERSON, M.D. | 
Louisville, Kentucky 
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ORGANIZATION SECTION 


SCIENTIFIC EXHIBIT 
Clinical Session—Houston, Texas, Dec. 4-7, 1951 


Arrangements are progressing for the Scientific Exhibit at 
the Clinical Session in Houston, Texas, Dec. 4-7, 1951. Among 
the various subcommittees appointed by J. T. Billups, M.D., 
General Chairman of the Local Committee, is one on exhibits 
of which E. Trowbridge Wolfe, M.D., is chairman. 

Exhibits will be coordinated as far as possible with the sub- 
jects discussed on the lecture program, emphasis being given 
to heart disease, cancer, pediatrics, obstetrics and gynecology, 
dermatology, burns, minor surgery, mental hygiene, polio- 
myelitis, urology and anesthesia. Exhibits in each subject will 
be grouped together and will be accompanied by special fea- 
tures in most of the groups. Other subjects will be added as the 
program progresses. 

Application blanks for space in the Scientific Exhibit at the 
Houston Session are now available and may be obtained from 
the Director, Scientific Exhibit, American Medical Association, 
535 North Dearborn Street, Chicago 10. 


NEW ELECTRICAL TRANSCRIPTIONS 


A new series of electrical transcriptions is announced by 
the Bureau of Health Education. On March 15 the Bureau 
released series 27, entitled “Main Street Medicine.” This series 
comprises 13 programs of 15 minutes each dealing with 
achievements of Iccal communities in the improvement of 
public health and delivery of better medical care to more per- 
sons. The topics are as follows: 


Rural Community Health Center, Ennis, Montana 
Human Tuberculosis Accreditation, M nnesota 
Doctors’ Emergency Service, New York County 
Medical Scholarship Plan, Illinois 

Care of the Indigent, Unicoi County, Tennessee 
Medical Care for All, Alameda County, Calif. 
Rural Health Committee, American Medical Association 
Medical Grand Jury, Colorado 

Medical Research Foundation, Oklahoma 

10. Community Health Survey, Clinton County, Ohio 
11. School Health, Arkansas 

12. Four Year Medical School, Mississippi 

13. Rural Doctor Supply, Kansas. 


WEVA 


MEDICAL LEGISLATION 


FEDERAL 
Public Assistance 


Senator Dirksen of Illinois introduced S. 1099 which pro 
poses to repeal those provisions of the Social Security Act that 
require state plans for old age assistance, aid to dependent chil- 
dren, aid to the blind and aid to the permanently and totally 
disabled and to restrict the use or disclosure of information 
concerning applicants and recipients to purposes directly con- 
nected with the administration of these plans. This bill would 
amend the federal law by removing restriction against dis- 
closure of information concerning applicants and recipients of 
the several state public assistance programs that are partially 
supported by federal funds. Under the present law, the Federal 
Security Administrator is authorized to cut off federal assistance 
to any state that makes information available to the public 
regarding applicants and recipients. It is the argument of sev- 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
Jegislation by the Bureau of Legal Medicine and Legislation. 


eral states that public assistance programs are difficult to police 
without making disclosures regarding them. Because the state 
governments contribute the major share of the funds, they are 
interested in giving aid only to the worthy needy for the sake 
of economy. 


Housing and Community Facilities 


H. R. 3197 was introduced by Representative Wolcott of 
Michigan to assist in providing housing and essential commu- 
nity facilities in connection with national defense during the 
national emergency. This bill, introduced by the ranking minor- 
ity member of the House Banking and Currency Committee, 
is a substitute bill for H. R. 2988, previously reported, and dif- 
fers from it in several respects. Under Title 2 of this bill, 
local facilities would be erected by the federal government, or 
with government assistance, only after requests from local gov- 
ernments. Facilities so erected could not be administered by 
the federal government but would have to be transferred to the 
appropriate local governmental authority. All facilities erected 
must conform to requirements of state and local laws and regu- 
lations relating to such matters as health, sanitation and build- 
ing codes, 


STATE 


California 


Bill Introduced.—S. 1555, proposes the creation of a California state 
hearing aid board for the examining and licensing of audiologists or hear- 
ing aid specialists. Audiologist or hearing aid specialist is defined to mean 
a person certified and licensed to make fittings of hearing aids for persons 
suffering from deafness and to sell hearing aids and hearing aid supplies 
at retail. 


Colorado 


Bill Enacted.—S, 216, was approved March 15, 1951. It is to be known 
as the Medical Practice Act of 1951 and provides for the issuance of 
licenses to practice medicine to graduates of both medical and osteopathic 
schools who pass the examination and are otherwise qualified. Two of 
nine members of the medical examining board must be Osteopaths. 


Delaware 


Bill Introduced.—S. 282, proposes the creation of a department of eco- 
nomic development consisting of, among other things, the professional and 
Occupational examining boards existing in the state. This proposal would 
also create a new board of medical to be composed of the 
medical council and the two separate boards of medical examiners now 


existing in the state. 


Idaho 


Bill Enacted.—H. 40, has become Chapter 76 of the Laws of 1951. It 
is a licensing law for professional and practical nurses. 


Illinois 


B:ll Introduced.—H. R. 45, would provide that the Hadacol Company 
be advised that it is not in the best interest of the people of the State of 
Illinois for the company to publish advertisements containing testimonials 
of young children to advertise a product containing 12 to 14 per cent 
alcohol. 


Iowa 


Bills Introduced.—H. 343, to amend the law relating to coroners, pro- 
Poses that it shall be a necessary qualification for the office of coroner 
that such person as may be elected to such office be a licensed physician. 
H. 567, proposes to require every physician attending a pregnant woman 
to take a blood sample within fourteen (14) days of the first examination 
and to submit such sample to the state bacteriological laboratory for the 
determination of the Rh blood factor, 


Maine 


Bill Introduced.—H. 1586, to amend the workmen’s compensation act, 
proposes that services furnished to employees shall include services of 
medical physicians, surgeons, osteopathic physicians and chiropractors, 
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provided such services are reasonable and proper and within the scope 
of the practice rights of such practitioners. 


Bill Enacted.—S. 46, was approved March 13, 1951. It is an enabling act 
for the organization of non-profit medical service plans, 


Missouri 


Bills Introduced.—H. 317, proposes that there shall be no discrimination 
in the management of public hospitals as against practitioners of any 
school of medicine recognized by the laws of the state and that all legal 
practitioners shali have equal privileges in treating patients in such a 
hospital. The proposal would also provide that the board of trustees of 
a hospital may require all practitioners of medicine treating patients in 
the hospital to contribute toward the support and maintenance of such 
hospital. H. 327, proposes the creation of a state board of naturopathic 
examiners and defines naturopathy as a system of diagnosis and treatment 
for the prevention, alleviation and correction of human ailments, diseases 
and physical conditions by the use of natural methods consisting of 
physiotherapy, manual or mechanical manipulation, the proper use of 
diet, minera!s, vitamins and other substances found in or required by the 
human body to assist nature in resisting and overcoming human ailments, 
diseases and physical conditions. 


New Jersey 


Bill Introduced.—S. 228, to amend the chiropractic practice act, pro- 
poses a new definition of chiropractic which would permit the use of 
certain instruments and devices for diagnosis only. Chiropractors would 
still be limited to adjusting by hand and would be prohibited from admin- 
istering drugs or performing surgical operations. 


New Mexico 


Bill Enacted.—S. 130, has become Chapter 63 of the Laws of 1951. It 
provides that any resident member of the American Physical Therapy 
Association or the American Registry of Physical Therapists shall be 
eligible for a certificate and license to practice physical therapy issued by 
the secretary of the board of basic science examiners without examination. 

Sical therapy is defined and understood to be the treatment of patients 
by physical means including various modalities of electricity, light, heat, 
massage, exercise and water. 


North Carolina 


Bill Introduced.—H. 520, proposes that each state, county, or municipal 
commission, etc., administering visual tests under the laws of the state, 
Shall be authorized to accept services of optometrists for the purpose of 
performing functions constituting the practice of optometry. 


North Dakota 


Bills Enacted.—H. 617, was approved March 8, 1951. It creates a state 
commission on alcoholism to, among other things, study alcoholism and its 
problems, including methods and facilities available for the care, custody, 
detention, treatment, employment and rehabilitation of resident alcoholics. 
S.C.R. K, was approved March 2, 1951. It resolves that the board of 
higher education proceed with all possible dispatch to get a complete 
four-year in operation at the University of North Dakota. 


Ohio 


Bill Introduced.—S. 217, proposes an appropriation to the Ohio State 
University for the construction and equipping of a medical research labo- 
ratory as part of the Ohio State University Medical Center. 


Oregon 


Bill _Introduced.—S, 324, to amend the medical practice act, proposes, 
among other things, that if, by reason of a national emergency, any period 
of less than one year is served of internship in a hospital which is approved 
for internship by the American Medical Association and the applicant 
thereafter completes the year as a resident in any such hospital or as a 
commissioned medical officer of the Armed Forces of the United States, 
such applicant will be deemed to have fulfilled the one year internshp 
requirement. 


Pennsylvania 


Bills Introduced.—H. 657, proposes that, under the law relating to the 
treatment of mental diseases, the term “qualified physician” shall include 
persons licensed to practice osteopathy or osteopathic surgery. S. 330, 
proposes to prohibit the examination of, and prescribing for, any ocular 

in conjunction with, or on the premises of, any business estab- 
lishment. 


Rhode Island 


Bill Introduced.—H. 897, proposes to urge the Senators and Represen- 
tatives from Rhode Island, in the Congress of the United States, to use 
every effort to initiate changes in the Income Tax Law in order to 
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provide for full deductions on medical expense instead of that portion 
which is in excess of 5% of the gross income. 


South Carolina 


Bill Introduced.—H. 1199, proposes that both applicants for a marriage 
license shall file a certificate signed by a duly licensed physician certifying 
that the applicant has been examined and found to be of sound mind 
and free of venereal disease. 


Tennessee 


Bill Introduced.—H. 1190, proposes that in counties of over a certain 
population the coroner shall be an individual licensed to practice medicine 
in the state. 


Bill Enacted.—H. J. R. 6, was approved March 1, 1951. It provides for 
the creation of a commission for indigent hospitalization to study and 
investigate a plan or plans to provide hospitalization, medical care and 
treatment for indigent and sick persons financially unable to provide the 
same, 


Texas 


Bills Introduced.—H. 501, proposes the creation of a state board of 
medical technologist examiners and defines medical technology as the 
science, art or technique of performing any laboratory tests or exami- 
nation on or of the blood, blood serum, feces, urine, sputum, exudates, 
transudates, the aspiration of fluids, blood and spinal fluid, skin scrapings, 
organ contents or any by-products thereof, from the human body, living 
or deceased, injection or introduction of diagnostic agent when pre- 
scribed by a licensed practitioner of medicine, the results of which are 
used or interpreted by a practitioner of the healing arts in the practice 
of his profession. H. 523, to amend the workmen’s compensation act, 
proposes that the employees shall be entitled to select any physician or 
surgeon licensed by the state board of medical examiners as his attending 
physician when needed. 


Bill Enacted.—H. C. R. 26, was adopted February 21, 1951. It resolves 
that the State Legislature go on record as opposing socialized medicine or 
compulsory health insurance and that the Texas members of the House of 
Representatives and Senate of the Congress of the United States be 
requested and urged to resist legislation setting up socialized medicine or 
compulsory health insurance. 


Utah 


Bill Enacted.—H. 12, was approved Feb. 27, 1951. It provides regula- 
tions for the licensing of registered sanitarians by the department of 
registration. A sanitarian is defined as a person trained in the field of 
Sanitary science and technology who is qualified to carry out educational 
and inspectional duties and enforce the laws in the field of environmental 
sanitation. 


Washington 


Bills Introduced.—H. 355, proposes that no hospital operated by any 
corporation fund, foundation or organization shall qualify under the 
charitable scientific or educational exemptions of the unemployment com- 
pensation law unless the hospital renders not less than fifteen (15) per cent 
of its services for charitable purposes without charge. H. 583, proposes an 
appropriation to the state department of health for the operation of a 

miniature x-ray unit for tuberculosis case finding in the various 
communities of the state. 


West Virginia 


Bill Introduced.—H. 477, proposes to authorize the board of governors 
to establish and maintain a four year school of medicine at West Virginia 
University. 


Bll Enacted.—S. 4, was approved March 9, 1951. It amends the osteo- 
pathic act by providing, zmong other things, for the annual licensing and 
registration of osteopaths and by providing further that as a prerequisite 
to annual registration, each licentiate must furnish evidence of having 
completed a two-day educational refresher course conducted by the West 
Virginia Osteopathic Society. 


Wisconsin 


Bills Introduced. A. J. R. 52, proposes the appointment of a com- 
mittee to make a study of the existent problem of need for medical facili- 
ties and personnel in needy areas of the state with special emphasis on 
the possibilities for the establishment of community clinics. A. 510, pro- 
poses to require certification by the state board of health of any laboratory 
established and operated to perform bacteriological, biological, serological, 
etc., services. S. 530, proposes the enactment of a hospital licensing law. 
A. 616, proposes to amend the medical practice act by eliminating refer- 
ence to osteopathy and surgery and providing that if six members of the 
board find the applicant qualified it shall issue a license to practice medi- 
cine and surgery to such applicant. 
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ARIZONA 


Health Department Moves.—The Arizona State Department 
of Health moved to new quarters in the Arizona State Office 
Building in Phoenix in February. The second floor of the 
new $500,000 statehouse addition has been given over to the 
health department. The move brings widely separated units 
together in a central location. Only the central laboratory is 
retaining its cramped quarters in the Capitol Annex Building. 


CALIFORNIA 


County Society Changes Name.—The San Francisco County 
Medical Society has changed its name to the San Francisco 
Medical Society. The change was made under the new consti- 
tution adopted by the society Dec. 12, 1950. 


Memorial to Dr. Moffitt—The March issue of The Bulletin 
of the San Francisco Medical Society is a memorial issue to 
Dr. Herbert Charles Moffitt Sr., who was associated with the 
University of California from 1899 until his death February 
5. As dean he directed the reorganization of the medical school 
and enlarged its facilities before World War I. The new teach- 
ing hospital being constructed on Parnassus Heights is to be 
named the “Herbert C. Moffitt Hospital.” Dr. Moffitt died at 
the University of California Hospital after a short illness that 
ended a 50 year medical career (see page 998). 


COLORADO 


Course for Practitioners——Doctors in northeastern Colorado 
and the adjoining areas of Wyoming, Nebraska and Kansas 
will have an opportunity to attend postgraduate studies every 
Thursday from 7:30 to 9:30 p. m. for six consecutive weeks, 
April 19 to May 26, at the centrally located Weld ‘County 
Public Hospital in Greeley. This program will offer the busy 
practitioner a review of advances in surgery, medicine and 
obstetrics. The $15 fee is payable to the University of Colo- 
rado and should be mailed to the Director of Graduate and 
Postgraduate Education, 4200 East 9th Avenue, Denver. This 
is the first time that the faculty of the University of Colo- 
rado School of Medicine, Denver, has participated in a series 
of weekly evening conferences for the practicing physician of 
Colorado in the physician’s own area. The programs are spon- 
sored by the county and state medical societies and the 
university. 


GEORGIA 


Personal.—Dr. Ralph C. Williams, formerly assistant surgeon 
general, U. S. Public Health Service, has joined the staff of the 
Georgia State Department of Health as head of the hospital 
services division. Dr. Williams served four years in the Alabama 
State Department of Health before entering the U. S. Public 
Health Service in 1917. 


Appointments at Emory University—At Emory University 
School of Medicine, Atlanta, Dr. Curtis Dudley Benton Jr., of 
the EENT Service at Grady Memorial Hospital, has been ap- 
pointed associate in ophthalmology and research director of the 
Grady Clay Memorial Eye Clinic. Dr. William Cecil McGarity 
of Emory University Hospital and Dr. Roy Lamar Robertson of 
Grady have been appointed instructors in surgery. Dr. J. D. Mar- 
tin Jr. of the medical schoo! has been promoted from associate 
professor of surgery to professor of clinical surgery; Dr. John 
B. Cross from assistant professor to professor of clinical 
obstetrics, and Dr. Vernon E. Powell from instructor to assistant 
professor of clinical medicine. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


ILLINOIS 


Society News.—Dr. Adrien VerBrugghen, Chicago, addressed 
the Whiteside-Lee County Medical Society in Rock Falls 
March 8 on “Head Injuries.” Dr. Eric Oldberg, Chicago, 
spoke at a meeting of the Winnebago County Medical Society 
in Rockford March 13 on “Tic Douloureux.” 


State Tuberculosis Meetings.—The annual meeting of the IIli- 
nois Tuberculosis Association and the Illinois Trudeau Society 
will be held at the Pere Marquette Hotel, Peoria, April 16-17, 
under the presidency of Dr. Kenneth G. Bulley, Aurora. The 
two day conference will cover the subjects of health education, 
case finding, rehabilitation and nursing in tuberculosis control 
programs. On Monday the Trudeau Society will conduct an 
X-ray symposium. The Tuesday afternoon session will feature 
medical discussions on Tuberculosis Control in Illinois State 
Welfare Institutions, Tuberculosis Problems in Industry and 
Use of Newer Antibiotics in Respiratory Infections. The joint 
meeting of the Peoria medical society and the Illinois Trudeau 
society will be a dinner meeting Tuesday. Dr. Louis Mark, 
president of the American College of Chest Physicians, Colum- 
bus, Ohio, will address the group on “Pulmonary Lesion with 
Special Reference to Loeffler’s Syndrome.” 


Postgraduate Conference at Carbondale.—A postgraduate con- 
ference will be held for the Ninth and Tenth Councilor Dis- 
tricts at the Eagles Club in Carbondale April 5 with the 
Jackson County Medical Society acting as host. Drs. Charles O. 
Lane, West Frankfort, and G. C. Otrich, Belleville, will pre- 
side. Participants in the conference will be: 

Edwin J. De Costa, Chicago, Prolonged Labor. 

Sidney Smith, St. Louis, Surgery of Congenital Defects in Children. 

Sol A. Mackler, Chicago, Spontaneous Rupture of the Esophagus. 

Fay M. Whitsell, Chicago, Vascular Disease in Relation to the Eye. 

L. Martin Hardy, Chicago, Psychosomatic Problems in Pediatrics. 

Charlies H. Lawrence, Chicago, Viral Hepatitis. 

Amos J. Brown, Chicago, Clinical Aspects of ACTH and Cortisone 

Therapy. 

A roundtable discussion will conclude the afternoon session. 
Following the dinner the speakers will be Dr. Burtis E. Mont- 
gomery, Harrisburg, “Voluntary Prepaid Medical Insurance”; 
and Dr. Leroy H. Sloan, Chicago, “Changing Patterns in Medi- 
cine.” The conference was arranged by the Postgraduate Edu- 
cation Committee of the Illinois State Medical Society. 


Chicago 


Medical Aspects of Atomic Warfare.—A series of lectures on 
medical aspects of atomic warfare will be given by the Chicago 
Medical School from April 18 to May 16 at 8:00 p. m. as 
follows: 

April 18, Physical Aspects of Atmoic Warfare, 

April 25, Pathology of Atomic Warfare. 

May 2, Treatment of Primary Injuries Resulting from Atomic Attack. 

May 9, Epidemiological Aspects of Atomic Warfare. 

May 16, Methods of Treating Radiation Damage. 


All physicians are invited to attend. 


Zeit Memorial Lecture.—Xi Chapter, Alpha Kappa Kappa, will 
present the F. Robert Zeit Memorial Lectureship in Thorne 
Hall Auditorium April 13 at 4:00 p. m. on the fiftieth anni- 
versary of its founding. Dr. G. Lyman Duff, dean and Strath- 
cona Professor of Pathology, McGill University Faculty of 
Medicine. Montreal, will speak on “Renal Arterial Vascula- 
ture in Relation to Disease.” 


Dr. Farber to Deliver Kretschmer Lecture.—Dr. Sidney Far- 
ber, professor of pathology, Harvard Medical School, and 
pathologist at Children’s Hospital, Boston, will deliver the 
tenth Edwin R. Kretschmer Memorial Lecture of the Institute 
of Medicine of Chicago at the Palmer House April 19 at 8:00 
p. m. His subject will be “The Effect of Therapy on the Life 
History and Biologic Behavior of Leukemia.” 
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KANSAS 


Seminar in Gynecologic Pathology.—Dr. Ferdinand C. Helwig 
will conduct a seminar in gynecologic pathology at a joint 
meeting of the South Central Region College of American 
Pathologists and the Missouri Society of Pathologists, to be 
held at the University of Kansas School of Medicine in Kansas 
City April 21-22. Dr. Helwig is on the university staff. 


MARYLAND 


University Appointment—Dr. Paul A. Lembcke, Rochester, 
N. Y., has been appointed associate professor of public health 
administration at the Johns Hopkins University School of 
Medicine, Baltimore. Dr. Lembcke for five years has been 
associate director of the Council of Rochester Hospitals. At 
Johns Hopkins he is conducting a graduate program of hos- 
pital administration in conjunction with Dr. Edwin L. Corsby. 
He will also be an associate in administration at the hospital. 


MICHIGAN 


Narcotic Violation—Dr. Vivian May McCartney, Monroe, 
pleaded guilty at Detroit to a violation of the federal narcotic 
law and on January 26 was sentenced to a term of two years. 


Personal.—Dr. John M. Dorsey, professor and chairman of 
the department of psychiatry at Wayne University College of 
Medicine, Detroit, has been selected by Detroit Mayor Albert 
Cobo to head an 11 man committee that will work on the 
rehabilitation of narcotic addicts. 


Postgraduate Course in Ophthalmology—Wayne University 
College of Medicine is accepting applications for its 1951-1952 
course in basic ophthalmology beginning in September. The 
class meets from 8: 00 a. m. to 5:00 p. m. on week days and 
8:00 a. m. to 12:00 noon on Saturdays for nine months, 
Mornings are spent in lectures and laboratories and afternoons 
in the clinics of hospitals affiliated with the college of medicine. 
Tuition for the course is $900; the class is limited to 10 doctors. 
Applications should be addressed to the Postgraduate Depart- 
ment at the College of Medicine, 1512 St. Antoine, Detroit 26. 


NEW HAMPSHIRE 


Civil Defense Centers Established.—Twenty-two medical cen- 
ter areas have been established by New Hampshire’s civil 
defense director, Admiral Miles Browning, at the following 
places: Berlin, Lancaster, Littleton, Hanover, Plymouth, North 
Conway, Wolfeboro, Laconia, Keene, Claremont, Newport, 
New London, Franklin, Concord, Rochester, Dover, Ports- 
mouth, Exeter, Derry, Peterborough, Manchester and Nashua. 
——Dr. James W. Jameson of Concord, state medical society 
trustee, has been named director of emergency physician ser- 
vices. Dr. Joseph M. McCarthy, also of Concord, is assistant 
director. Dr. Jameson and Dr. McCarthy will advise the coor- 
dinator of emergency medical services, Mr. Russell Spaulding 
of Blue Cross-Blue Shield, and will act as chiefs of staff of all 
medical, surgical and first aid units. 


NEW JERSEY 


Personal.—Dr. Joseph J. Eller, New York, addressed the medi- 
cal staff of Monmouth Memorial Hospital, Long Branch, at 11 
a. m. March 24 on “Newer Concepts in the Treatment and 
Management of Skin Diseases.” 


Doctors’ Chorus Benefit Program.—The Doctors’ Chorus of 
the Essex County Medical Society will present a benefit con- 
cert April 25 at 8:30 p. m. in the auditorium of the Mutual 
Benefit Life Insurance Company in Newark. Proceeds will go 
to the Essex County Service for the Chronically Ill, to which 
the chorus last year donated $1,760. 


New Executive Officer—The Medical Society of New Jersey 
has appointed Richard I. Nevin, Jersey City, as executive of- 
ficer. He will function as the liaison with lay organizations 
and as a coordinator between the society and its component 
county units. He is professor of public speaking at St. Peter's 
College in Jersey City, which he has served as registrar, director 
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of public relations and coordinator of the college’s program of 
graduate medical studies given in conjunction with the Hudson 
County Medical Society. 


NEW YORK 


Fraternity Lecture.—Dr. Currier McEwen, dean and associate 
professor of medicine at New York University, gave the annual 
lecture of lota Chapter of Alpha Kappa Kappa at the State 
University of New York Medical Center at Syracuse March 29 
at 8:30 p. m. He spoke on “Diagnosis and Treatment of 
Rheumatic Fever.” 


New Department of Neurosurgery——Dr. Thomas I. Hoen was 
recently appointed professor and chairman of the department 
of neurosurgery, a newly created department of the New York 
University Post-Graduate Medical School, a unit of the New 
York University-Bellevue Medical Center. Dr. Hoen was 
formerly professor and director of neurology and neurosurgery 
at New York Medical College and during World War II served 
as chief of neurosurgery at the U. S. Naval Hospital in St. 
Aibans, N. Y. Creation of the department of neurosurgery 
establishes an independent department in this field at the 
medical center for the first time. Dr. Hoen in 1928 went to 
the Peter Bent Brigham Hospital, Boston, in the service of 
Dr. Harvey Cushing, then to Montreal as neurosurgical resi- 
dent under Dr. Wilder Penfield. From 1932 to 1939 he was 
chief of the neurosurgical service at St. Luke’s Hospital and 
St. Mary’s Hospital in Montreal. 


County Society Sends Speakers to Buffalo Hospitals.—Eriec 
County decided to create opportunities for members of its 
Speakers Bureau. It engaged a professional public speaking 
tutor at modest expense to give five—“one a month”—instruc- 
tional lectures and workouts. Twelve young men of the 
bureau’s 20 members were selected as “demonstrators” on 
whom the instructor would concentrate his teaching. Other 
members provided the “gallery.” Each of the 12 agreed to 
deliver one short talk every month for five months at the 
monthly staff meetings of Buffalo's 12 hospitals. These talks 
serve the dual purpose of affording the “demonstrators” prac- 
tice and giving physicians basic information on compulsory 
health insurance legislation. Erie County joins the ranks of 
societies, such as Schenectady, Albany and Kings, that have 
found trained instructors an excellent stimulant for Speakers 
Bureaus. 


New York City 


Tumor Conference.—A tumor conference will be held April 
25 at 11:00 a. m. in the fifth floor conference room of the 
Women’s Pavilion of Harlem Hospital. Dr. George F. Cahill, 
professor of urology and director of Squire Urology Clinic 
at Presbyterian Hospital, will speak on “Diagnosis of Urinary 
Tract Tumors.” 


Tuberculosis Society Election—Dr. Richard H. Bennett was 
elected chairman of the Tuberculosis Sanatorium Conference 
of Metropolitan New York at its meeting February 20. Dr. 
Samuel Cohen was elected vice chairman, and Mr. Donald EB, 
Porter was elected secretary. The Tuberculosis Sanatorium 
Conference of Metropolitan New York serves as a forum for 
the consideration of problems of interest in the medical, nursing 
and administration services of tuberculosis sanatoriums and hos- 
pitals, 


Dr. Rusk to Receive Award.—Dr. Howard A. Rusk, director 
of the Institute of Rehabilitation and Physical Medicine of 


- the New York University-Bellevue Center, has been selected 


to receive the 1951 Research Award of the American Pharmae 
ceutical Manufacturers’ Association. “Dr. Rusk’s research has 
been directly responsible for the rehabilitation to active useful 
life of many thousands of servicemen who sustained catase 
trophic injury and crippling, as well as civilians handicapped 
from accidents and from such paralyzing diseases as polio- 
myelitis, multiple sclerosis, apoplexy and cerebral palsy,” the 
association said. Dr. Rusk will be the first clinician to receive 
the award, which will be presented at the annual session of 
the association at Boca Raton, Fla., April 2. 
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Premature Infant Center at Harlem.—The Premature Center 
at Harlem Hospital was recently dedicated. It is one of six 
centers being constructed and equipped by the New York 
City Department of Hospitals. Citywide figures show the inci- 
dence of prematurity by weight definition to be 8.5 per cent 
of all tive births. Fourteen per cent of these infants do not 
survive their first year. Members of the staff have been 
trained in special techniques and the care of premature infants 
at Johns Hopkins Hospital, Baltimore, and at Presbyterian and 
New York hospitals. 


Niles Memorial Lecture.—Dr. Eugene A. Stead Jr., professor of 
medicine at Duke University School of Medicine, Durham, 
N. C., will deliver the tenth annual Walter L. Niles Memorial 
Lecture at Cornell University Medical College at 8 p. m. April 
20. His subject will be “Congestive Heart Failure.” The Walter 
L. Niles Memorial Lecture, sponsored by the Nu Sigma Nu 
medical fraternity, is delivered each year at Cornell in memory 
of Dr. Niles, former professor of clinical medicine and dean 
of the medical college. Members of the medical profession and 
others interested in cardiovascular disease are invited to attend. 


OHIO 


Dr. Anderson Named Department Head.—Dr. Thomas P. 
Anderson, Rochester, Minn., has been named director of the 
department of physical medicine of the Ohio State University 
College of Medicine, Columbus. Dr. Anderson completed gradu- 
ate work in physical medicine at the Mayo Foundation at the 
end of the winter quarter. 


State Medical Meeting at Cincinnati—The Ohio State Medi- 
cal Assocjation will hold its annual meeting in Cincinnati 
April 24-26, with headquarters at the Netherland Plaza Hotel. 
A series of instructional courses will be given April 24 on 
Diseases Common to Man and Beast, Leg Ulcers, Preanes- 
thetic Evaluation and Medication, Psychiatry in General 
Practice and Immunization. During the afternoon panel dis- 
cussions will be held on Fluid and Nutritional Balance, 
Treatment of Heart Disease and the Postcholecystectomy 
Patient. The first general session will open at 3:30 p. m. with 
a discussion of civil defense. Instructional courses will be 
continued on Wednesday and Thursday mornings, and papers 
and panel discussions will be presented in the afternoons on 
The Pneumonias—Old and New, Obstetrical Hazards, Indica- 
tions for Gynecological Surgery and Problems of the Small 
Community Hospital. Visiting speakers on Wednesday include 
Dr. Robert W. Wilkins, Boston, “Treatment of Hyperten- 
sion,” and Dr. John Alexander, Ann Arbor, Mich., “Treat- 
ment of Intrathoracic Neoplasms.” Dr. Paul R. Hawley of 
Chicago, director of the American College of Surgeons, will 
be a panel participant in discussing the small community hos- 
pital. The annual banquet will be held Wednesday evening. 
The Woman’s Auxiliary of the association will meet concur- 
rently at the Sinton Hotel. 


PENNSYLVANIA 


Society News.—The Seventh Annual Joint Meeting of the 
Diplomates Association of Berks County Physicians and the 
Reading Eye, Ear, Nose and Throat Society was held Feb- 
ruary 21 in Reading. Dr. Edwin B. Astwood, research professor 
of medicine, Tufts College Medical School, Boston, spoke on 
“Recent Advances in Endocrinology.” Dr. Irvin G. Shaffer 
of Pennside was installed as president of the Diplomates Asso- 
ciation, with Dr. W. Paul Jennings of Reading as president- 
elect and Dr. James E. Landis of Wyomissing as secretary. 


Personals.—Dr. Joseph B. Wolffe, medical director of the 
Wolffe Clinic and the Valley Forge Heart Institute and Hos- 
pital, Fairview Village, has returned from the Near East and 
Europe, where he lectured on clinical and experimental athero- 
matosis at hospitals in Israel———Dr. Leroy E. Chapman of 
Warren, state senator from Warren and Venango counties 
since 1930, was awarded an honorary degree of Doctor of 
Fine Arts by the Moore Institute of Art, Science and Industry 
in Philadelphia at midwinter convocations. Dr. Chapman 
recently received a citation from the state medical society in 
recognition of his sponsorship of legislation conducive to the 
advancement of medicine. 
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Philadelphia 


Shmookler Memorial Lecture——The Henry B. Shmookler 
Memorial Lecture of Mount Sinai Hospital will be given 
April 6 by Dr. Myron Prinzmetal, a member of the faculty of 
the University of California at Los Angeles School of Medicine, 
on “The Nature and Treatment of the Auricular Arrhythmias.” 
It will be held at the hospital’s Nurses’ Home Auditorium at 
9:00 p. m. 
Annual Postgraduate Institute—-The Philadelphia County 
Medical Society will hold its fifteenth annual Postgraduate 
Institute at the Bellevue-Stratford Hotel April 24-27. A ques- 
tion and answer period will follow each lecture, and this 
material will be recorded for distribution to the registrants 
subsequent to the meeting. The program is slanted particularly 
towards the general practitioner. There will be technical ex- 
hibits. The registration fee is $10. Information may be obtained 
by writing to Thomas M. Durant, M.D., Director, 301 South 
21st Street, Philadelphia 3. 


VIRGINIA 


Military Hospital Reorganized.—The Forty-Fifth General Hos- 
pital, sponsored by the Medical College of Virginia, Rich- 
mond, in World Wars I and II, has been reorganized and 
becomes an organized reserve training unit in the Virginia 
Military District. Col. John Powell Williams, professor of 
clinical medicine and chief of the medical service at McGuire 
Veterans Administration Hospital, will be in 


WEST VIRGINIA 


Cancer Clinic—The West Virginia Cancer Society and the 
division of cancer control of the state health department are 
sponsoring a cancer clinic, which will be held in Martinsburg 
April 18 with members of the West Virginia State Medical 
Association serving as examiners. The expenses incident to the 
clinic are being borne by the state cancer society. 


Plans for Diabetic Camp.—The second annual camp for 
diabetic children, sponsored by the diabetes committee of 
the state medical association and the West Virginia Diabetes 
Association, will be held at Alum Creek, near Charleston, 
August 26 to September 3. There will be no charge for children 
attending the camp, but donations will be received from those 
who can and wish to help defray the expenses. Three resi- 
dent physicians will be on full time duty, in addition to nurses, 
dieticians, technicians, camp counsellors and camp directors. 
Cooperation of all practicing physicians in West Virginia is 
being asked by the committee and the diabetes association, both 
with respect to providing names of diabetic children who might 
wish to attend and by endeavoring to direct donations to the 
diabetic camp fund. Contact with diabetic patients from 8 
through 15 years of age should be made by physicians and their 
names mailed to Camp Knokoma, 1115 Quarrier Street, 
Charleston 1. Information may be obtained by writing to the 
chairman of the diabetes committee, Dr. George P. Heffner, 
1115 Quarrier Street, Charleston i. 


WISCONSIN 


Postgraduate Courses.—The University of Wisconsin Medical 
School, Madison, will repeat its Postgraduate Course in Cardi- 
ology April 17-19 under the direction of Dr. Herman H. 
Shapiro. A postgraduate course in internal medicine and pedi- 
atrics will be given at the university May 15-17 under the 
joint direction of Drs. Ovid O. Meyer and John E. Gonce Jr. 
Each of the two departments will be responsible for half of 
the three day period of instruction. 


School to Accept Out-of-State Students—The University of 
Wisconsin regents have opened the way for out-of-state 
students to again be accepted in first-year classes of the medical 
school. The regent action limits the number of nonresident 
students to 5 per cent of the total of the first year class for 
any given year. Dean William S. Middleton pointed out that 
the action was possible due to the decline of veteran enrol- 
ment. The restriction originally was imposed because university 
sentiment during crowded postwar days was that the uni- 
versity’s major responsibility was to Wisconsin students. 
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GENERAL 


Panama Joins WHO.—Panama has become a member of 
the World Health Organization. To date 75 governments have 
become full members of WHO and one has become an asso- 
ciate member. In the Western Hemisphere all but one of the 
American republics are members. 


Southern Anesthesiologists Meeting —The annual meeting of 
the Southern Society of Anesthesiologists will be held at the 
Brown Hotel in Louisville, Ky., April 20-21, under the presi- 
dency of Dr. Harvey C. Slocum, Galveston, Texas. Sixteen 
papers will be presented at the scientific sessions, which will 
end at noon Saturday. 


Anti-Air Pollution Associati Industrial executives, engi- 
neers and law enforcing officials in the Chicago area have 
formed the Midwestern Air Pollution Prevention Association. 
Sixty-five participants, who attended the organizational meet- 
ing February 27, adopted a resolution to foster the control 
of atmospheric pollution, to improve sanitation of the air and 
to promote research and study to these ends. The association 
expects to start an educational campaign among home owners 
and operators of apartment houses, hotels and industrial 
plants. 


Industrial Health Conference.—This conference will be held at 
the Chalfonte-Haddon Hall in Atlantic City, N. J., April 21-28. 
Participating groups are the American Association of Indus- 
trial Physicians and Surgeons, American Conference of Gov- 
ernmental Industrial Hygienists, American Industrial Hygiene 
Association, American Association of Industrial Dentists, 
American Association of Industrial Nurses and the U. S. Navy 
Third Annual Industrial Health Conference. At a joint meet- 
ing to be held April 25 at 1:30 p. m. presidents of all par- 
ticipating organizations will present 10 minute reviews. 


Research Centers for Brucellosis—The World Health Organi- 
zation and the Food and Agriculture Organization, agencies 
of the United Nations, have established 12 brucellosis research 
centers throughout the world. There are three centers in the 
Western Hemisphere: one in Argentina and one in Mexico. 
The third center is in the United States at the University of 
Minnesota. Dr. Wesley W. Spink, professor of medicine, is the 
director. The purpose of these centers is to coordinate informa- 
tion on the control of brucellosis in animals and in man, to 
further research and to exchange personnel for training and 
research. 


Pan American Bureau Purchases Headquarters.—-The 
Pan American Sanitary Bureau, regional office for the World 
Health Organization, has purchased for its headquarters the 
Hitt house, 1501 New Hampshire Avenue, N. W., on Dupont 
Circle, Washington, D. C., and the immediately adjoining 
Blodgett house, at 1515 New Hampshire Avenue. The Blodgett 
house is at present occupied by the University Women’s Club. 
The purchase of these properties was facilitated for the bureau 
by the W. K. Kellogg Foundation and the Rockefeller Founda- 
tion, which are advancing the funds for a number of years on 
a reimbursable basis. 


International Hospital Congress.—The International Hospital 
Federation is holding its seventh International Hospital Con- 
gress in Brussels, Belgium, from July 15-21 under the patron- 
age of Her Majesty Queen Elisabeth of Belgium and of the 
Belgian Minister of Health. The chairman will be Dr. René 
Sand, emeritus professor of social medicine at the University 
of. Brussels and president of the International Hospital Fed- 
eration. Headquarters will be at the Athénée Robert Catteau, 
rue Ernest Allard, Brussels. The care of the chronic sick and 
the aged is the central theme of the congress. The main 
addresses will be given by Dr. Ephraim M. Bluestone, past 
director of the Montefiore Hospital for Chronic Diseases in 
New York, and by professor Pierre Delore of the University 
of Lyon, France. The congress will be combined with a Hos- 
pitals Exhibition designed to bring the most up-to-date equip- 
ment to the notice of participants. Social functions will include 
a dinner, official receptions, visits to hospitals and excursions 
to places of interest. Details may be obtained from the Honor- 
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ary Secretary and Treasurer, Capt. J. E. Stone, C.B.E., M.C., 
F.S.A.A., International Hospital Federation, at King Edward’s 
Hospital Fund for London, 10 Old Jewry, London, E.C.2. Par- 
ticipants who wish to make arrangements through the official 
travel agency are advised to contact the American Express 
Company, 65 Broadway, New York 6. 


Symposium on Venereal Diseases—The Fourth Annual Sym- 
posium on “Recent Advances in the Study of Venereal Dis- 
eases” will be held in Washington, D. C., on April 24-25. The 
meeting will be in the auditorium of the Federal Security 
Building, Independence Avenue between 3rd and 4th Streets, 
the scientific sessions beginning each day at 10:00 a. m. All 
persons interested in this branch of medical research are invited 
to attend. Requests for copies of the program, which will be 
available about April 1, should be sent to Dr. Frederick W. 
Appel, executive secretary of the experimental therapeutics 
study section, division of research grants, National Institutes 
of Health, Bethesda 14, Md. Inquiries should be addressed 
either to Dr. Appel or to Dr. William L. Fleming, secretary 
of the American Venereal Disease Association, 750 Harrison 
Avenue, Boston 18. 


Markle Foundation Increases Grants to Scholars.—Twenty 
medical scientists have been named as the fourth group of 
“Scholars in Medical Science” appointed by the John and 
Mary R. Markle Foundation as part of its program to keep 
young physicians on medical school teaching and research 
staffs. The board of directors has increased the amount of the 
grant $1,000 a year, making the five year total $30,000 instead 
of $25,000. Beginning July 1 this increase will also apply to 
the 46 current grants made during the first three years of 
the program. All grants will be made directly to fhe medical 
schools at the rate of $6,000 annually, earmarked for support 
of a specific physician and his research. Under the program 
a total of 66 doctors on the staffs of 39 medical schools in the 
United States and Canada will be aided, with grants amount- 
ing to approximately $1,900,000. The scholars were selected 
from a group of 45 candidates proposed by an equal number 
of medical schools. Of these, 37 were interviewed by regional 
committees of laymen appointed by the foundation. Selection 
is based on three requirements: “Competence and promise of 
the candidate in medical research and teaching; evidences of 
an environment in the medical school conducive to his well- 
rounded professional development, and finally his personal 
qualities and interests.” The scholar program was begun in 
1948 after a survey showed that medical schools were failing 
to interest young men in teaching and research, because they 
were unable to offer academic and economic security. 


Southern Surgeons Club.—This club will hold its eighth annual 
meeting in Washington, D. C., April 9-10, with headquarters at 
the Shoreham Hotel. The first session will be held at the 
George Washington University Hospital, when fourteen scien- 
tific papers will be presented. Drs. Brian B. Blades and Murray 
M. Copeland, Washington, D. C., will preside at the morning 
and afternoon sessions respectively. Tuesday morning's pro- 
gram will be held at the National Cancer Institute in Bethesda, 
Md., and institute speakers will present five papers under the 
chairmanship of Dr. John R. Heller, director. The club will 
move to the National Naval Medical Center Hospital Build- 
ing in Bethesda for the afternoon meeting, at which Rear 
Admiral Morton D. Willcutts, M.C., U.S.N., will preside. 
The annual di.iner will be held at the Shoreham Hotel Mon- 
day evening at 7:00 p. m.; Father Francis Heyden, S. J., pro- 
fessor of astronomy at Georgetown University, will give an 
illustrative lecture on “Eclipse Across the Pacific.” 


Public Health Association Meeting.—The United States-Mexico 
Border Public Health Association is holding its ninth annual 
meeting in the Hotel Alexandria, Los Angeles, April 4-6. The 
organization is sponsored by the Pan American Sanitary 
Bureau, the federal health services of both countries and. the 
state health departments of the states of both countries adjacent 
to the international border. Subjects to be discussed include: 
Diagnosis and Prevention of Deficiency Diseases, Inter-Ameri- 
can Cooperation in Public Health, Brucellosis and Its Con- 
trol in Mexico, International Cooperation in Disease Control, 
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Organization and Functions of the Rural Cooperative Medical 
Program in Mexico, Communicable Diseases in Northern 
Mexico, Smallpox in Mexico and a Program for Its Elimina- 
tion, A New Approach to Goiter Control and the Complement 
Fixation Test in the Diagnosis of Lymphogranuloma Venereum 
and Other Virus and Rickettsial Diseases. Meetings alternate 
between the two countries each year in cities along or adjacent 
to the border. 


Psychosomatic Society Meeting.—The American Psychosomatic 
Society will hold its annual meeting at the Chalfonte-Haddon 
Hall in Atlantic City April 28 under the presidency of Dr. 
Milton J. E. Senn, New Haven, Conn. Panel discussions are 
included in the program: 

Autonomic Responses in the Differential Diagnosis of Organic and 
Psychogenic Psychoses, William G. Reese, Little Rock, Ark., W. Hors- 
ley Gantt, Baltimore, and Richard H. Doss, Perry Point, Md. 

Emotional Reactions of the Rheumatoid Arthritic to ACTH, James T. 
McLaughlin, Ralph N. Zabarenko, Pearl Butler Diana, Ph.D., and 
Beatta Quinn, M.S., all of Pittsburgh. 

Effect of ACTH and Cortisone on Mood and Mentation, Theodore Lidz, 
James D. Carter and Carolyn Surratt, M.A., all of Baltimore, and 
Bernard I. Lewis, Iowa City. 

Is Natural Childbirth Natural? Arthur J. and Theodore E. Mandy, 
Robert W. Farkas and Ernest Scher, all of Baltimore. 

Influence of Prefrontal Lobotomy on Social Interaction in a Monkey 
Group, Eugene B. Brody and H. Enger Rosvold, Ph.D., New Haven, 


Conn. 
Psychophysiological Factors in Méniére’s Disease, Adolph Zeckel and 
mund P. Fowler, New York. 
The Roleof Somatization Reactions in the Total Psychic Economy, 
James S. Browning and John H. Houseworth, Indianapolis. 


Infectious According to the U. S. Public Health 
Service, the Utah state director of public health reported early 
in March that an epidemiological study has been carried out 
on a number of cases of infectious hepatitis reported among 
grammar school students. There were no known contacts with 
a previous case of the disease. The community where most 
of these cases occurred has no sewage treatment plant. The 
water supply receives no chlorination or other type of treat- 
ment. There was a break in the drainage system connected 
with the septic tank serving the high school. Reports from 
Tennessee indicate an increase in the number of reported cases 
of infectious hepatitis. Two hundred and twenty-seven cases 
have been reported during January and February. This num- 
ber may be compared with 226 cases reported for the entire 
year of 1950, and 47 cases in 1949. The Onio State Depart- 
ment of Health reports that Ohio has experienced a number 
of small isolated outbreaks of infectious hepatitis. To date, 
outbreaks (not more than 25 cases) have been reported in the 
counties of Paulding, Summit, Franklin, and Wood 


Annual Session of College of Physicians.—The American Col- 
lege of Physicians will meet in annual session in St. Louis April 
9-13 with headquarters at Kiel Auditorium, under the presi- 
dency of Dr. William S. Middleton, Madison, Wis. Invited 
speakers at the general sessions include: } 

Rolla E. Dyer, Atlanta, Ga., the James D. Bruce Memorial Lecture: 
Preventive Immunization in a National Emergency. 

Sir John Parkinson, London, Engiand, Cardiac Symptoms. 

William S. Tillett, New York, Ranges of Usage cf Streptokinase-Strep- 
todornase in Military Medicine. 

Comdr. Frank R. Philbrook, M.C, U. S. Navy, Medical Problems in 
Radiological Defense. 

Kenneth M. Brinkhous, Chapel Hill, N. C., Current Concepts of the 
Coagulation Mechanism. 

James H. Steele, V.M.D., Atlanta, Ga., Animal Diseases of Public 
Health Importance. 

Charles H. Rammelkamp Jr., Cleveland, Prevention of Rheumatic 
Fever. 

Joseph E. Smadel, Washington, D. C., and Theodore E. Woodward 
and Robert T. Parker, Baltimore, Md., Effect of Cortisone in the 
Treatment of Typhoid Fever. 

Frank Dickinson, Ph.D., Chicago, Social Implications of Medical 
Progress. 

Albert I. Lansing, Ph.D., St. Louis, Role of Elastic Tissue and Nutrition 
in Older Individuals. 


Twenty panel discussions are scheduled from Tuesday 
through Friday noon to 1:15 p. m. in Kiel Auditorium. There 


will be color television of medical clinics and clinics at various . 


hospitals. The annual convocation will take place April 11 
at 8:30 p. m. in the Gold Room of the Hotel Jefferson. The 
convocation oration will be delivered by Sir John Parkinson 
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on “The Patient and the Physician.” The annual banquet will 
be held on Thursday at 8:00 p. m. at the Jefferson Hotel. John 
M. Russell, executive director of the John and Mary Markle 
Foundation, New York, will give the address on “The Care 
and Feeding of Scholars.” Technical exhibits will be shown 
throughout the meeting. 


Influenza.—In collaboration with the Influenza Information 
Center, National Institutes of Health, the following report on 
influenza has been prepared by the Federal Security Agency. 

A total of 16,290 cases of influenza was reported for the 
week ending March 17, as compared with 14,448 for the pre- 
vious week, 18,506 for the same week last year and 3,362 cases 
for the five year median. 

The following groups of large cities showed an increase in 
the number of deaths from all causes for the week ended 
March 17, as compared with the three year median: New 
England, 20.7 per cent; Middle Atlantic, 7.8; East North Cen- 
tral, 10.7, and Pacific area, 16.4. Other areas showed no 
increases. 

Two more influenza A’ strains resembling those isolated last 
year have been recovered by the Regional Laboratory in 
Albany, N. Y. One was from a patient in Albany and the other 
from a patient in Buffalo, and both were ill in mid-February. 

There has been an increased incidence of influenza in 
Charleston, S. C. Influenza A’ virus was isolated from throat 
washings from four students of the Medical College of South 
Carolina and diagnosis made by the complement fixation test 
in five students. 

A report from Montgomery, Ala., indicates that there was 
an unusual prevalence of influenza in Montgomery that reached 
its peak in the middle of February. There was little or no mor- 
tality associated with it. Influenza A’ virus was recovered from 
throat washings and identified as the infecting type in 13 other 
cases tested serologically in this area. 

About the middle of February there was a community wide 
outbreak of a respiratory disease in and around Baton Rouge, 
La. A diagnosis of influenza was established by a significant 
rise in h inhibition titer for influenza virus A. 
The laboratory work was done by Dr. John Buddingh, Louisi- 
ana State University, who has also collected throat washings 
for virus isolation. A large number of influenza-like infections 
have occurred throughout the state. School absences have been 
numerous, 56 per cent in one instance. 

The Regional Laboratory at Berkeley, Calif., reported on the 


- serological diagnosis of 57 cases of 107 paired sera tested dur- 


ing the week of March 3-9. Since January 1, of 471 individuals 
tested 201 have shown serological evidence of influenza virus 
A and A’ infections, and two have been positive for influenza 
virus B in 17 scattered counties. A total of 1,150 additional 
cases of an influenza-like infection was reported in two 
northern counties, but influenza appears & be subsiding 
elsewhere. 

The Collaborating Laboratory at the baited of Washing- 
ton, Seattle, reports that of 32 paired sera 17 have shown a 
significant rise in titer against influenza A’ virus by the com- 
plement fixation test. For the week ended March 17, 5,847 
cases of influenza or influenza-like respiratory infections were 
reported in the State of Washington. However, the incidence 
appears to be declining. 

Influenza in unusual numbers has been reported from widely 
scattered areas of Oregon during the past four weeks. Jack- 
son County (population of 58,000) has reported 1,750 cases 
during the past three weeks. Absenteeism in schools has in- 
creased from an average of 7 to 15 per cent. Cases reported 
correspond clinically. with mild influenza, but laboratory con- 
firmation has not been completed. 


CORRECTION 


Caucer Bulletin —CA—A Bulletin of Cancer Progress is a 
bimonthly publication of the American Cancer. Society, Inc., 
not of the New Jersey Division of the society, as was stated 
in THE JouRNAL, Feb. 3, 1951, page 332. The bulletin is dis- 
tributed to local physicians via the various state divisions of the 
society or may be secured directly through subscription. 
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MEETINGS 


Mepicat Association, Denver, Colo., May 14-16. Dr. Thomas H. 
Sutherland, 214 S. State St., Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Mobile, April 19-21, 
Dr. Douglas L. Cannon, 519 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Cavalier Hotel, Virginia Beach, Va., 
April 11-13. Dr. Joe R. Brown, Mayo Clinic, Rochester, Minn., 
retary. 

AMERICAN ASSOCIA CLert PataTE REHABILITATION, Bellevue- 
Stratford Hotel, Philadeiphia, April 27-28. Dr. Robert L. Harding, 813 
N. Second Street, Harrisburg, Pa., Chairman. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Atlantic City, April 16-18, 
Dr. Brian Blades, 901 Twenty-Third St. N.W., Washington 7, D. C., 
Secretary. 

AMERICAN ASSOCIATION OF GENTTO-UrRINARY SURGEONS, Skytop Lodge, Sky- 
top, Pa., May 16-18. Dr. Norris J. Heckel, 122 S. Michigan Ave., Chi- 
cago 3, Secretary. 

AMERICAN ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SuRGEONS, Atlantic 
City, N. J., April 23-27. Dr. Edward C. Holmblad, 28 E. Jackson Bivd., 
Chicago 4, Managing Director. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Cleveland, 
April 26-28. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RaiLway SurGeons, Drake Hotel, Chicago, 
April 3-5. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericrency, Hotel New Yorker, New 
York, May 21-26. Dr. Neil A. Dayton, P.O, Box 96, Willimantic, 
Conn., Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hotel Claridge, Atlan- 
tic City, May 7-8. Dr. Edwin N. Broyles, 1100 N. Charles St., Baltimore 
1, Secretary. 

AMERICAN COLLEGE OF PHYSICIANS, St. Louis, April 9-13. Mr. E. R. Love- 
land, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, The Homestead, Hot Springs, 
Va., May 23-26. Dr. Louis A. Brunsting, 102 Second Ave., S. W., 
Rochester, Minn., Secretary. 

AMERICAN GOITER ASSOCIATION, Deshler-Wallick Hotel, Columbus, Ohio, 
May 24-26. Dr. George C. Shivers, 100 E. St, Vrain St., Colorado 
Springs, Colo., Secretary. 

AMERICAN GYNECOLOGICAL SociETy, Waldorf-Astoria Hotel, New York, 
May 7-9. Dr. Norman F. Miller, 1313 E. Ann St., Ann Arbor, Mich., 
Secretary. 

AMERICAN LARYNGOLOGICAL AssociaTION, Hotel Claridge, Atlantic City, 
May 9-10, Dr. Louis H. Clerf, 1530 Locust St., Philadelphia 2, Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLocicaL Society, Hotel 
Claridge, Atlantic City, May 6-8. Dr. C. Stewart Nash, 277 Alexander 
St., Rochester 7, N. Y., Secretary. 

AMERICAN OroLoGicaL Society, Hotel Claridge, Atlantic City, May 11-12, 
Dr. John Lindsay, 950 E. 59th St., Chicago 37, Secretary. 

AMERICAN PeEpiaTRIC Society, Atlantic City, May 2-5. Dr. Henry G. 
Poncher, 1819 W. Polk St., Chicago 12, Secretary. 

AMERICAN PHYSIOLOGICAL Society, Cleveland, April 30-May 4. Dr. R. W. 
Gerard, Dept. of Physiology, University of Chicago, Chicago, Secretary. 

AMERICAN PsycHiatric Association, Cincinnati, May 7-i1. Dr. R. Finley 
Gayle Jr., 501 E. Franklin St., Richmond 19, Va., Secretary. 

AMERICAN PsycHosomatTic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., April 28. Dr. Sydney G. Margolin, 714 Madison Ave., New York 
City 21, Secretary. 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Steel Pier, Atlantic City, 
April 30. Dr. Paul B. Beeson, Grady Hospital, Atlanta 3, Ga., Secretary. 

AMERICAN Society FOR EXPERIMENTAL PATHOLOGY, Cleveland, April 30- 
May 4. Dr. Sidney C. Madden, Brookhaven National Laboratory, 
Upton, L. I., New York, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Cleveland, April 28-May 4. Dr. Harvey B. Haag, Medical College of 
Virginia, Richmond 19, Va., Secretary. 

AMERICAN SociETyY OF CuHemists, Cleveland, April 28-May 4, 
Dr. Elmer H. Stotz, University of Rochester School of Medicine, 
Rochester 7, N. Y., Secretary. 

AMERICAN SURGICAL ASSOCIATION, Washington, D. C., April 11-13. Dr. 
Nathan A. Womack, University Hospitals, lowa City, Secretary, 

AMERICAN Uro.ocicat ASsOcIATION, Palmer House, Chicago, May 21-24, 
Dr. Charles H. deT. Shivers, Boardwalk National Arcade Bidg., At- 
lantic City, N. J., Secretary. 

ARIZONA MEDICAL ASSOCIATION, Tucson, April 29-May 2. Dr. Frank J. 
Milloy, 234 North Central Ave., Phoenix, Secretary. 

Arkansas Mepicat Society, Little Rock, April 23-25. Dr. William R. 
Brooksher, 100 N. 16th St., Fort Smith, Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Chalfonte-Haddon Hall, Atlantic 

_ City, May 1-2. Dr. Henry M. Thomas Jr., 1201 N. Calvert St., Baiti- 
more 2, Secretary. 

CaLirorania Mepicat Association, Hotel Biltmore, Los Angeles, May 

13-16. Dr. Albert C. Daniels, 450 Sutter St., San Francisco 8, Secretary. 


J.A.M.A., March 31, 1951 


CONNECTICUT StaTe Mepicat Society, Stratford, May 1-3. Dr. Creighton 
Barker, 160 St. Ronan St., New Haven, Secretary. 

FEDERATION OP AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, Cleve- 
land, April 28-May 4. Dr. Milton O. Lee, 2101 Constitution Ave., 
Washington 25, D. C., Secretary. 

Mepicat AssociaTION, Hollywood Beach Hotel, Hollywood, April 
22-25. Dr. Robert B. McIver, P. O. Box 1018, Jacksonville, Secretary. 

GeorGia, Mepicat AssociaTION OF, Bon Air Hotel, Augusta, April 17-20. 
Dr. Edgar D. Shanks, 478 Peachtree St. N.E., Atlanta, Secretary. 

Hawati TERRITORIAL MEDICAL ASSOCIATION, Honolulu, May 3-6. Dr. I. L. 
Tilden, 510 S. Beretania St., Honolulu 13, Secretary. 

State Society, Hotel Sherman, Chicago, May 22-24, 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

Iowa State Mepicat Society, Sioux City, April 23-26. Dr. Allan B. 
Phillips, 406 Sixth Ave., Des Moines 9, Secretary. 

Kansas Mepicat Society, Topeka, May 14-17. Dr. D. D. Vermillion, 512 
New England Bidg., Topeka, Secretary. 

Loutsiana STaTE MEpbicaL Society, New Orleans, May 7-9. Dr. C. Grenes 
Cole, 1430 Tulane Ave., New Orleans 12, Secretary. 

MaAryYLAND, M:DICAL AND CHIRURGICAL FACULTY OF THE 
more, April 24-25. Dr. George H. Yeager, 1211 Cathe 
more 1, decretary. 

MAssacHusetTts Mepicat Society, Hotel Statler, Boston, May 22-24. Dr. 
H. Quimby Gallupe, 8 Fenway, Boston 15, Secretary. 

MINNESOTA STATE MEDICAL ASSOCIATION, Municipal Auditorium, Rochester, 
April 30-May 2. Dr. B. B. Souster, 496 Lowry Medical Arts Bidg., 
St. Paul 2, Secretary. 

Mississipp1 State Mepicat AssociaTien, Biloxi, May 15-17. Dr. T. M. 
Dye, Box 295, Ciarksdale, Secretary. 

Missour! State Mepicat AssociaTiOn, Municipal Auditorium, Kansas 
City, April 22-25. Dr. H. E. Petersen, 634 N. Grand Blvd., St. Louis 3, 
Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, Cincinnati, Ohio, May 14-18. Dr. 
ames E. Perkins, 1790 Broadway, New York 19, Managing Director, 

NEBRASKA STATE MEDICAL ASSOCIATION, Paxton Hotel, Omaha, April 30- 
May 3. Dr. R. B. Adams, 1315 Sharp Bidg., Lincoln 8, Secretary. 

New Jersey, Mcp:car Society or, Haddon Hall, Atlantic City, May 14-17. 
Dr. Marcus H. Greifinger, 315 W. State St., Trenton 8, Secretary. 

New Mexico Mepicat Society, Santa Fe, May 3-5. Dr. L. G. Rice Jr., 
221 West Central Ave., Albuquerque, Secretary. 

New York, MEpicaL SOCIETY OF THE STATE OF, Hotel Statler, Buffalo, 
April 30-May 4. Dr. Walter P. Anderton, 292 Madison Ave., New 
York 17, Secretary. 

NortH Carona, MEDICAL SOCIETY OF THE STATE OF, The Carolina, Pine- 
hurst, May 7-9. Dr. Millard D. Hill, 203 Capitol Club Bidg., Raleigh, 
Secretary, 

NortH Dakota STATE MEDICAL ASSOCIATION, Bismarck, May 19-22. Dr, 
O. A. Sedlak, 702 First Ave. S., Fargo, Secretary. 

NortH Paciric SOCIETY OF NEUROLOGY AND PsycuiaTry, Victoria, B. C., 
Canada, April 20-21. Dr. Gerhard B. Haugen, Mayer Bidg., Portland, 
Ore., Secretary. 

On1o State Mepicat Association, Netherland Plaza Hotel, Cincinnati, 
April 24-26. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, 
Executive Secretary. 

OKLAHOMA STATE MEDICAL ASSOCIATION, Mayo Hotel, Tulsa, May 21-23. 
Mr. R. H, Graham, 1227 Classen St., Oklahoma City, Executive Secre- 
tary. 

Ruope Istanp Mepicat Society, Providence, May 9-10. Dr. Morgan Cutts, 
106 Francis St., Providence 3, Secretary. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

Denver, Colo., Cosmopolitan Hotel, April 5-7. Dr. Kenneth C, Sawyer, 
1820 Gilpin St., Denver 6, Chairman. 

Detroit, Mich., Book-Cadillac Hotel, May 9-11. Dr. Eugene A. Osius, 
1553 Woodward Ave., Detroit 26, Chairman. 

Society FoR PEepiaTRic RESEARCH, Hotel Traymore, Atiantic City, May 
2-3. Dr. Robert Ward, Bellevue Medical Center, New York 16, Secre- 
tary 


ATE OF, Balti- 


SourH CAROLINA MEDICAL AssociaTION, Ocean Forest Hotel, Myrtle 
Beach, May 15-17. Dr. N. B. Heyward, 105 W. Cheves St., Florence, 
Secretary. 

SOUTHEASTERN SuRGICAL CONGRESS, Hollywood Beach Hotel, Hollywood, 
Fla., April 11-14. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S.E., 
Atianta 3, Ga., Secretary. 

SOUTHERN SOCIETY OF ANESTHESIOLOGISTS, Brown Hotel, Louisville, Ky., 
April 20-21. Dr. John Adriani, Charity Hospital, New Orleans 12, 
Secretary. 

SOUTHERN SuRrGEONS CLUB, Washington, D. C., April 9-10. Dr. David 
Henry Poer, Medical Arts Bidg., Atlanta, Ga., Secretary. 

Soutnwest ALLERGy Forum, San Antonio, Texas, April 8-10. Dr. Boen 
Swinney, 224 Medical Arts Bidg., San Antonio 5, Secretary. 

TENNESSEE StaTE MipicaL AssociaTION, Nashville, April 9-11. Mr. V. O. 
Foster, 706 Church St., Nashville 3, Executive Secretary. 

Texas, STATE MEDICAL ASSOCIATION oF, Galveston, April 28-May 2. Mr. 
Tod Bates, 700 Guadalupe St., Austin, Executive Secretary. 

Unitep Stages-Mexico Border Pusiic HEALTH AssociaTION, Los 
April 4-6. Dr. M. F. Haralson, 314 U. S. Court House, El Paso, Texas, 
Secretary. 
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INTERNATIONAL 


European CONGRESS ON RHEUMATISM, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstrén, Lund, Sweden, Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH Society, London, England, Sept. 
3-7, Mr. R. W. Cope, University College Hospital, London W.C.1, 
England. 

INTERNATIONAL ASSOCIATION OF ALLERGISTS, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

INTERNATIONAL CONGRESS OF ANESTHESIOLOGY, Nursing School of the Sal- 
piettre, 47 Boul de I’Hospital, Paris, France, Sept 20-22. 12 rue de Seine, 
Paris 6°, France, Secretariat. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, London, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis- 
eases, London W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF GYNECOLOGY, Maison de la Chimie, Centre 
Marceilin, Paris, France, June 23-29. Dr. Maurice Fabre, 1, rue Jules- 
Lefebvre, Paris IX, General Secretary. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico City, Mexico, Dec, 
11-19. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHarmacy, Paris, 
France, June 17-23. Physician General Dutrey, 8, bis, rue de Recollets, 
Paris X, Secretary General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Stockholm, Sweden, May 21-25. Sten Friberg, Karolinska Instituts 
Ortopediska Klinik, Stockholm, Congress Secretariat. 

INTERNATIONAL EXHIBITION OF MEbDicaL Arts, Turin, Italy, May 30- 
June 21. Prof. S. Teneff, Palazzo della Exposizioni al Valentino, Turino, 
Italy. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, Hotel Jefferson, St. Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

INTERNATIONAL HosprtaAL ConGress, Brussels, Belgium, July 15-21. Capt. 
J. E. Stone, 10 Old Jewry, London E.C., England, Secretary. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Copenhagen, Denmark, Sept. 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 

INTERNATIONAL SOCIETY OF SuRGERY, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CRrIPPLES, Fifth World Con- 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., New York 21, N. Y., U. S. A., Executive Director. 

Pan AMERICAN CONGRESS ON MEDICAL EpucaTion, Lima, Peru, May 14-18. 
Dr. Carlos F. Krumdieck, Washington 914, Lima, Secretary General. 
Pan Pacific SuRGICAL AssociaATION CONGRESS, Honolulu, Hawaii, Nov. 
10-21. Dr. Forrest J. Pinkerton, Suite 7, Young Bidg., Honolulu, Hawaii, 

President. 

Wor_D CONFEDERATION FOR PHySICIAL THERAPY, Copenhagen, Denmark, 

Sept. 7-8. 


Wor_D MeEDicat AssociaTion, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St., New York 29, N. Y., U. S. A., Secretary- 
General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Montgomery, June 26-28. Sec., Dr. D. G. Gill, 519 Dexter 
Ave., Montgomery. 

Anrizona:* Examination. Phoenix, April 17-19. Reciprocity. Phoenix, April 
21. Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix. 

ARKANSAS: * Regular. Little Rock, June 14-15. Sec., Dr. Joe Verser, Harris- 
burg. Homeopathic. Fort Smith, June 7-8. Sec., Dr. Carl S. Bungart, 
105 N. 14th St., Fort Smith. Eclectic. Little Rock, June 7-8. Sec., 
Dr. C. H. Young, 1415 Main St., Little Rock. 

Cauirornia: Written. San Francisco, June 25-28 and Aug. 20-23. Oral. 
San Francisco, June 23 and Los Angeles, August 18. Oral and Clinical 
Examination for Foreign Medical School Graduates. San Francisco, June 
24 and Los Angeles, August 19. Sec., Dr. Frederick N. Scatena, 1020 N 
St., Sacramento 14. 

CoLoravo:* Reciprocity. Denver, April 3, Examination. Denver, June 18- 
20. Exec. Sec., Mrs. Beulah H. Hudgens, 831 Republic Bidg., Denver 2, 

Frioripa:* Examination. Jacksonville, June -24-26. Sec., Dr. Homer L. 
Pearson, 701 DuPont Bidg., Miami. 

Georcia: Atlanta, June. Augusta, June. Sec., Mr. R. C. Coleman, 111 
State Capitol, Atlanta. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentiais. Ex. Sec., Di. John Y. Battenfield, 


Hawatt: Examination. Honolulu, July 9-12. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 


Basic Science Certificate required. 
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IpaHo: Boise, July 9-11. Sec., Mr. Armand L. Bird, 305 Sun Bidg., Boise. 

ILLtNo1s: Chicago, April 10-12. Supt. of Regis., Mr. Charles F. Kervin, 
State House, Springfield. 

INDiANA: Indianapolis, June 20-22. Exec. Sec., Miss Ruth V. Kirk, 1138 
K. of P. Bidg., Indianapolis 4, 

Iowa: * Written. lowa ms June 11-13. Sec., Dr. M. A. Royal, $06 
Fieming Bidg., Des Moi 

Kansas: Kansas City, sacs 1 6-7. Sec., Dr. O. W. Davidson, 864 New 
Brotherhood Building, Kansas City. 

Kentucky: Louisville, June 6-8. Sec., Dr. Bruce Underwood, 620 S. 3rd 
St., Louisville. 

Louisiana: New Orleans, ae Sec., Dr. Roy B. Harrison, 1507 Hibernia 
Bank Bidg., New Orleans 1 

MaryLanpD: Baltimore, June are Sec., Dr. Lewis P. — 1215 Cathe- 
dral St., Baltimore 1. Homeopathic. Baltimore, June 19-20. Exami- 
nation. Sec., Dr. Jopn A. Evans, 612 W. 40th St., Baltimore. 

MASSACHUSETTS: Examination. Boston, July 10-13. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston 33. . 

MInneSOTA:* Minneapolis, April 17-19. Sec., Dr. Julian F. DuBois, 230 
Lowry Medical Arts Bidg.. St. Paul 2. 

Mississippi; Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Jackson 113, 

oe Helena, April 2-4. Sec., Dr. S. A. Cooney, 214 Power Block, 

elena. 


ce * June 1951. en Mr. Oscar F, Humble, Room 1009, 
State Capitol Bidg., Lincol 

New Jersey: Examination. aie June 19-22. Sec., Dr. E. S. Hallin- 
ger, 28 W. State St., Trenton. 

New Mexico: * Santa Fe, April 10-11. Sec., Dr. Charles J. McGoey, 
Coronado Bidg., Santa Fe. 

New York: Albany, Buffalo, New York and Syracuse, June 26-29. Sec., 
Dr. Jacob L. Lochner, Jr.; 23 S. Pearl St., Albany 7. 

NortH Caro.ina: Endorsement. Pinehurst, May 7. Examination, Raleigh, 
June 18-21. Sec., Dr. Joseph J. Combs, 419 Professional Bidg., Raleigh. 

Nortu Dakota: Grand Forks, July 4-7. Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Examination. Columbus, June 19-21. Endorsement. Columbus, April 
3. Sec., Dr. H. M. Platter, 21 W. Broad Street, Columbus. 

OKLAHOMa: * Examination. Oklahoma City. June 6-7. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bidg., Oklahoma City. 

Orecon: Reciprocity. April 27-28. Sec., Mr. Howard I. Bobbitt, 609 Fail- 
ing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July. Acting 
Sec., Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

RuHope Is.tanD:* Examination. Providence, April 5-6. Chief, Division of 
Professional Licensing, Mr. Thomas B. Casey, 366 State Office Bidg., 
Providence. 

SoutH CarRouina: Examination. Columbia, June 25-27. Reciprocity. Colum- 
bia, April 2 and May 15. Sec., Dr. N. B. Heyward, 1329 Blanding St., 
Columbia. 

Soutu Dakota: Rapid City, July 17-18, Sec., Dr. Clarence E. Sherwood, 
109 Center St., West, Madison. 

Texas:* Examination. Austin, June 14-16. Sec., Dr. M. H. Crabb, 1714 
Medical Arts Bidg., Fort Worth 2. 

Urtan: Salt Lake City, July 11-13. Asst. Dir., Mr. Frank E. Lees, 324 State 
Capitol Bidg., Salt Lake City 1. 

VirGin IsLANDs: St. Thomas, June 12. Sec., Dr. Earle M. Rice, St. 
Thomas. 


West Vircinia: Charleston, July 9-11. Sec., Dr. N. H. Dyer, Capitol 
Blidg., Charleston 5. 

WISCONSIN:* Milwaukee, July 10-12. Sec., Dr. C. A. Dawson, River Falls. 

Wyominc: Examination. Cheyenne, June 4. Sec., Dr. Franklin D. Yoder, 
Capitol Bidg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ARKANSAS: Examination. Little Rock, May 8-9. Sec., Mr. L. EB. Gebauer, 
1002 Donaghey Bidg., Little Rock. 

District or CotumsBia: Examination. April 23-24. Sec., Dr. Daniel L. 
Seckinger, 4130 E. Municipal Bldg., Washington. 

Fiorma: Examination. Gainesville, June 2. Sec., Mr. M. W. Emmel, 
University of Florida, Gainesville. 

Iowa: Examination. Des Moines, April 10. Sec., Dr. Ben H. Peterson, 
Coe College, Cedar Rapids. 

MICHIGAN: Examination. Ann Arbor and Detroit, May 11-12. Sec., Miss 
Eloise LeBeau, 101 N. Walnut St., Lansing. 

MINNESOTA: Examination. Minneapolis, April 3-4. Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, University of Minnesota, Minneapolis 14, 

NEBRASKA: Examination. Omaha, May 8-9. Director, Bureau of Examining 
Boards, Mr. Oscar F. Humble, 1009 State Capitol Bidg., Lincoln 9. 

South Dakota: Examination. Vermillion, June 15-16, Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, July 5-6. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis. 

Texas: Examination. Austin, April 20-21. If sufficient applications received 
from vicinity of Dallas or Houston, the board will upon request give 
examination in one of these cities at the same time. Sec., Bro. Raphael 
Wilson, 306 Nalle Bidg., Austin. 

WISCONSIN: Examination. Madison, April 7. Milwaukee, June 9. Sec., Mr. 
W. H. Barber, Scott and Watson Sts., Ripon. 
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Rooney, James Francis © Albany, N. Y.; born in Albany Oct. 
10, 1878; Albany Medical College, 1898; specialist certified by 
the American Board of Internal Medicine; for many years asso- 
ciated with the faculty of his alma mater, where he was an 
instructor in theory and practice of medicine and lecturer in 
hygiene and instructor in medicine; member of the House of 
Delegates of the American Medical Association from 1920 to 
1922 and in 1935; for many years member of the house of 
delegates of the Medical Society of the State of New York, past 
president and former: chairman of the board of trustees; past 
president and secretary of the Medical Society of the County of 
Albany; fellow of the American Association for the Advance- 
ment of Science, American College of Physicians, American 
Heart Association and the Association of Military Surgeons of 
the United States; veteran of the Spanish-American War; for 
his work in World War I was awarded the Conspicuous Ser- 
vice Cross; as a lieutenant colonel, was executive officer of 
the 134th medical regiment of the twenty-seventh division in 
World War II; recently co-chairman of the advisory committee 
to selective service for the state of New York exclusive of New 
York City; consulting physician, Anthony N. Brady Maternity 
Home; consultant in medicine, Memorial Hospital of Greene 
County, Catskill, and Moses-Ludington Hospital, Ticonderoga; 
chief of medicine, St. Peter’s Hospital, where he died February 
4, aged 72, of arteriosclerotic heart disease. 


Moffitt, Herbert Charles ® San Francisco; born in San Fran- 
cisco Dec. 9, 1867; Harvard Medical School, Boston, 1894; 
since 1937 clinical professor of medicine, emeritus, at the Uni- 
versity of California Medical School, which he had joined as 
lecturer in principles and practice of medicine in 1899, serving 
at various times as professor of principles and practice of medi- 
cine, head of the department of medicine, dean, professor of 
medicine and clinical professor of medicine; served on the ad- 
visory board and board of trustees, George Williams Hooper 
Foundation; in June 1950 he was honored by the university 
when it announced that a new 500 bed teaching hospital, now 
under construction on the San Francisco Campus, had been 
named for him; in 1915-1916 fourth Vice President of the 
American Medical Association; member of the Association of 
American Physicians, of which he had been president in 1922, 
and the Association for the Study of Internal Secretions; fellow 
of the American College of Physicians; past president of the 
San Francisco Medical Society; served as a major in the Medi- 
cal Corps of the U. S. Army during World War I and in 
World War II aided the Bay area shipyards and industrial 
plants in setting up effective nutrition programs; received the 
LL.D. degree from the University of California in 1919 and an 
Sc.D. from Harvard University in 1921; consulting physician 
and at one time physician in chief at the University of Cali- 
fornia Hospital, where he died February 5, aged 83. 


Zapfte, Fred Carl @ Oak Park, Ill.; born in Milwaukee March 
16, 1873; College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 1896; instruc- 
tor in diseases of the chest at his alma mater, 1899-1900, in- 
structor in medicine, 1900-1901, professor of histology from 
1901 to 1906 and from 1907 to 1912 instructor in clinical 
surgery; professor of histology and microscopy at the Univer- 
sity of Illinois School of Dentistry from 1903 to 1907 and pro- 
fessor of dental histology from 1901 to 1903; professor of sur- 
gery at the Chicego College of Medicine and Surgery, later 
known as Loyola University School of Medicine, from 1913 
to 1916; captain ir the Medical Corps of the U. S. Army from 
1914 to 1920 and major from 1920 to 1927; lieutenant com- 
mander in the medical reserve corps of the U. S. Navy from 
1927 to 1937; on the staff of the Chicago Hospital from 1906 
to 1912; from 1903 to 1949 secretary of the Association of 
American Medical Colleges; for many years director of the 


@ Indicates Fellow of the American Medical Association. 


J.A.M.A., March 31, 1951 
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Current Medical Literature Department of THE JOURNAL OF 
THE AMERICAN MEDICAL ASSOCIATION; at one time served on 
the committee of internships and residencies of the American 
Hospital Association; editor of the Journal of the Association 
of American Medical Colleges; author of a textbook, “Bac- 
teriology”; died March 10, aged 77, of coronary thrombosis. 


Jacobus, Lawrence Russell ®@ Oakland, Calif.; born in Yonkers, 
N. Y., April 10, 1898; University of California Medical School, 
San Francisco, 1926; certified by the National Board of Medi- 
cal Examiners; specialist certified by the American Board of 
Pediatrics; member of the American Public Health Association, 
Society for Research in Child Development, California Pedi- 
atric Society and the American Academy of Pediatrics; asso- 
ciate member of the California Academy of Medicine; served 
during World War I; on the advisory board of the Salvation 
Army; served on the board of directors of the Crippled Chil- 
dren’s League of Alameda County; from 1942 to 1946 member 
of the board of trustees, Langley Porter Clinic, University of 
California; pediatrician to State School for Deaf and Blind; 
chief of the department of pediatrics, Alameda County Hos- 
posital from 1943 to 1945; on the staffs of Providence Hos- 
pital, Children’s Hospital of the East Bay and Peralta Hospital, 
where he died December 31, aged 52, of myocardial failure. 


Allen, Benjamin Lee, New York; Vanderbilt University School 
of Medicine, Nashville, Tenn., 1927; member of the American 
Medical Association and the American Psychiatric Associa- 
tion; specialist certified by the American Board of Psychiatry 
and Neurology; served in the U. S. Naval Reserve overseas 
during World War Ii; died December 12, aged 48. 


Victor, Alliance, Neb.; University Medical College 
of Kansas City, 1887; died December 27, aged 83, of car- 
cinoma of the prostate. 


Auerbach, Julius ® New York; Columbia University College of 
Physicians and Surgeons, New York, 1905; member of the 
American Academy of Ophthalmology and Otorhinology; on 
the staff of Lenox Hill Hospital; died December 22, aged 69, 
of coronary occlusion. 


Brown, Edwin Stuart, Minneapolis; University of Pennsylvania 
School of Medicine, Philadelphia, 1917; died December 9, aged 
67, of lymphoblastoma, involving the ileum and sigmoid. 


Brown, John William, Winchester, Va.; Medico-Chirurgical 
College of Philadelphia, 1896; died recently, aged 80. 


Cable, Elbert Ellis, Portland, Ore.; University of Oregon Medi- 
cal School, Portland, 1897; member of the American Medical 
Association; died recently, aged 81. 


Campbell, Hawes Jr., ® Alberta, Va.; Medical College of Vir- 
ginia, Richmond, 1932; died recently, aged 45. 


Chagnon, Napoleon, Port Austin, Mich.; School of Medicine 
and Surgery of Montreal, Faculty of Medicine of the Univer- 
sity of Laval at Montreal, 1898; served during World War I; 
died in Bad Axe December 22, aged 78, of heart failure. 


Dougherty, William John ® Frackville, Pa.; Medico-Chirurgical 
College of Philadelphia, 1916; served during World War I; for 
many years medical examiner for the Frackville school district 
and board of health; on the staffs of Good Samaritan Hospital 
and the Lemos B. Warne Hospital in Pottsville, where he died 
December 27, aged 58, of heart disease. 


Ellis, Frank B., ® Garden City, Mo.; University Medical Col- 
lege of Kansas City, 1897; for many years president of the 
local school board; affiliated with Memorial Hospital, Harrison- 
ville; died December 28, aged 78, of coronary thrombosis. 


Gill, Thomas Flatford, Richmond, Va.; University College of 
Medicine, Richmond, 1908; member of the American Medical 
Association; died recently, aged 70, of bronchopneumonia, 
uremia and arteriosclerosis. 
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Honnoll, Robert Edwin, Corinth, Miss.; Memphis (Tenn.) Hos- 
pital Medical College, 1912; member of the American Medical 
Association; served during World War I; died in Corinth Hos- 
pital December 26, aged 64, of coronary thrombosis. 


Lawton, Samuel Sheldon, Greenville, S. C.; Meharry Medical 
College, Nashville, Tenn., 1909; died December 27, aged 68. 


Maguire, Thomas Michael, San Francisco; Medical Depart- 
ment of the University of California, San Francisco, 1900; died 
December 12, aged 74, of uremia and arteriosclerosis. 


Matthews, Alva Adair, Oak Hall, Va.; University of Maryland 
School of Medicine, Baltimore, 1910; died in Northampton- 
Accomac Memorial Hospital, Nassawadox, December 31, aged 
66, of cerebral hemorrhage and arteriosclerosis. 

Mooers, Harold Alonzo, Lottsburg, Va.; University of Tennes- 
see College of Medicine, Memphis, 1915; died December 5, 
aged 63, of bronchopneumonia and influenza. 


Nave, Dick Donnelly, Weston, W. Va.; University of Tennes- 
see College of Medicine, Memphis, 1940; member of the Ameri- 
can Medical Association and the Florida Medical Association; 
an associate member of the American Psychiatric Associa- 
tion; served during World War UJ; senior physician at Weston 
State Hospital; died suddenly December 26, aged 37, of con- 
gestive heart failure. 


Odell, Sid Carlyss, Pennington Gap, Va.; Medical College of 
Virginia, Richmond, 1937; died in Lee General Hospital De- 
cember 22, aged 42, of coronary thrombosis and diabetes 
mellitus. 


Park, Kenneth Crawford, San Francisco; the Hahnemann Medi- 
cal College and Hospital, Chicago, 1899; died in St. Luke’s 
Hospital December 28, aged 73, of coronary occlusion. 


Price, Susan Alexander, Williamsburg, Va.; Woman’s Medical 
College of Baltimore, 1903; died recently, aged 77, of acute 
myocardial infarction. 


Ransom, Riley Andrew Sr., Fort Worth, Texas; Louisville Na- 
tional Medical College, Medical Department State University, 
Louisville, Ky., 1908; died January 4, aged 64. . 


Rea, Ralph Los Angeles; Johns Hopkins University 
School of Medicine, Baltimore, 1906; on the staff of Queen of 
Angels Hospital; served during World War I; died January 11, 
aged 72, of carcinoma of the bladder. 


Schluter, Frederick Henning ® Brooklyn; Long Island College 
Hospital, Brooklyn, 1908; died recently, aged 75, of carcinoma 
of the right lung. 


Arthur Gilmore, Chelmsford, Mass.; Tufts College 
Medical School, Boston, 1895; Harvard Medical School, Bos- 
ton, 1898; for one year president of the Middiesex North Dis- 
trict Medical Society; member of the American Medical Asso- 
ciation; for many years school physician; served on the staff 
of St. Joseph’s Hospital, Lowell, where he died December 28, 
aged 78, of uremia and intestinal obstruction. 


Scott, J. Murray © Chalfont, Pa.; University of Toronto 
Faculty of Medicine, Toronto, Ont., Canada, 1930; member 
of the Association for the Study of Internal Secretions; medical 
director of Sharp & Dohme, Inc., of Philadelphia; died in 
Doylestown, Pa., December 29, aged 45, of carcinoma of the 
lung. 


S. G., Ezel, Ky. (licensed in Kentucky in 1896); died 
recently, aged 83, of heart failure and of a fractured hip re- 
ceived in a fall. 


Starin, Louis Martin © Lakewood, Ohio; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1920; specialist certified 
by the American Board of Orthopaedic Surgery; member of 
the Clinical Orthopaedic Society and the American Academy 
of Orthopaedic Surgeons; since 1943 senior clinical instructor 
in orthopedic surgery at his alma mater; affiliated with Lake- 
wood Hospital; died in Rocky River December 25, aged 59, 
of coronary thrombosis. 


Stuart, Frederick William, Boston; Harvard Medical School, 
_ Boston, 1884; member of the American Medical Association; 
formerly a member of the staff of the Boston Dispensary, New 
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England Medical Center; died in Long Island Hospital Decem- 
ber 25, aged 90, of acute myocardial infarction. 


Taylor, Harry Robert, Oklahoma City, Okla.; University of 
Louisville Medical Department, Louisville, Ky., 1910; veteran 
of the Spanish-American War; formerly associated with the 
Indian Service; died December 11, aged 72, of uremia. 


Thompson, Felix Hardy, Bogue Chitto, Miss.; Medical De- 
partment of Tulane University of Louisiana, New Orleans, 
1896; died in Mercy Hospital, Vicksburg, January 14, aged 76, 
of puimonary fibrosis. 


Turiga, John Robert © Beacon, N. Y.; Syracuse University Col- 
lege of Medicine, 1927; specialist certified by the American 
Board of Psychiatry and Neurology; served during World War 
II; senior psychiatrist, Matteawan State Hospital; on the cour- 
tesy staff of Vassar Brothers Hospital in Poughkeepsie; died 
December 20, aged 46, of coronary thrombosis. 


Walker, John Barrett, Burlington, N. C.; Medical College of 
Virginia, Richmond, 1914; member of the American Medical 
Association; died December 24, aged 63, of coronary occlusion. 


Ware, Frank Bertram, Grosse Pointe, Mich.; University of 
Toronto Faculty of Medicine, Toronto, Ont., Canada, 1912; 
affiliated with Harper Hospital, where he died December 28, 
aged 63, of pneumonia. 


Watkins, John Gibson Sr. © Little Rock, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1903; an associate 
fellow of the American Medical Association; associate profes- 
sor of surgery (oto-rhino-laryngology) at his alma mater; on 
the staffs of St. Vincent Infirmary and Baptist State Hospital, 
where he died December 27, aged 71, of cerebral thrombosis. 


Watson, Thomas Joseph, Newburgh, N. Y.; New York Medi- 
cal College, Flower and Fifth Avenue Hospitals, New York, 
1947; interned at Doctors Hospital in New York; certified by 
the National Board of Medical Examiners; died December 29, 
aged 27, of injuries received in an automobile accident. 


Weaver, John Andrew Sr., Greeley, Colo.; Colorado School 
of Medicine, Boulder, 1897; member of the American Medical 
Association; past president of the Weld County Medical So- 
ciety; formerly county coroner; died recently, aged 80. 


Weinberger, Joseph © San Diego, Calif.; University of Colo- 
rado School of Medicine, Denver, 1911; member of the Ameri- 
can Academy of Dermatology and Syphilology; past president 
of the San Diego County Medical Society; died in San Fran- 
cisco in December, aged 62. 


Weisgerber, Arthur Leroy © Great Falls, Mont.; Kansas Medi- 
cal College, Medical Department of Washburn College, To- 
peka, 1909; specialist certified by the American Board of Oto- 
laryngology; served as president of the Montana Academy of 
Oto-Ophthalmology; fellow of the American College of Sur- 
geons; affiliated with Columbus Hospital and Montana Dea- 
coness Hospital, where he died December 16, aged 67, of coro- 
nary thrombosis. 


West, Edmund Swem, Yakima, Wash.; Chicago Homeopathic 
Medical College, 1902; member of the American Medical Asso- 
ciation; fellow of the American College of Surgeons; served 
during World War 1; on the staff of St. Elizabeth’s Hospital, 
where he died December 18, aged 71, of coronary thrombosis. 


Woodward, Martin Bryan, Aiken, S. C.; University of Georgia 
School of Medicine, Augusta, 1929; member of the American 
Medical Association; served as director of the division of vital 
statistics for the West Virginia State Department of Health and 
the South Carolina State Board of Health; formerly affiliated 
with Washoe Medical Center and St. Mary’s Hospital in Reno, 
Nev., and Rose de Lima Hospital in Henderson, Nev.; died 
December 24, aged 50, of myocarditis. 


Worthington, Glover W., Marathon, Texas; Medical Depart- 
ment of Tulane University of Louisiana, New Orieans, 1901; 
member of the American Medical Association; died in Alpine 
recently, aged 74, of aortic aneurysm. 
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GOVERNMENT SERVICES 


SELECTIVE SERVICE SYSTEM 


Processing of Registrants for Commissions 


Feb. 23, 1951 
National Headquarters 
Office of Director 


Telegram to all state directors (copy to field officers): 


Instructions are being issued by the Army that special regis- 
trants of priorities 1 and 2 who are being processed by the 
Army will not be offered commissions until acceptability is 
determined and until Army has resubmitted names to state di- 
rector and has received from him confirmation of present classi- 
fication. Nothing shall preclude registrants from volunteering 
for and being offered a commission in the service of their choice 
within the percentage distribution laid down in personnel policy 
board M 30-50. Cases on S. S. appeal will not be considered as 
available for military service until all appeal procedures have 
been completed. The state director will ascertain as soon as pos- 
sible in each case the present classification of availability for 
military service or classification in a deferred class. The state 
director will satisfy himself that the local board has received 
advice from the local advisory committee concerned. Confirma- 
tion of classification to the Army will be expedited. Those not 
considered available for military service at this time and who 
have answered item 30 on DD form 390 in the affirmative, will 
not be offered commissions unless they reaffirm a positive desire 
for commission and volunteer for immediate active duty, or 
until a redetermination of their availability is made. In these 
cases all papers wit certificate of acceptability will be returned 
to the state director by the Army to be held in the local boards 
until such time as the registrant’s classification is changed to 
one A, or ene A-O. Attention of local board should be directed 
to sec. 4 (i(2) of the act referring to the selection of individuals 
among the categories. 

Hershey. 


ARMY 
Office of The Adjutant General 
Washington 25, D. C. 
March 10, 1951. 


Processing of Registrants Under Public Law 779, 81st Con- 
gress, for Commission in Army Headquarters 

1. The following instructions deal with a new procedure 
of processing registrants under Public Law 779, 8ist Congress, 
at your headquarters. Message WCL 27131, Nov. 17, 1950, is 
rescinded, effective with date of publication of this letter. 

2. Reference is made to the following: (a) SR 140-105-9, 
Nov. 2, 1950. (b) SR 615-180-1, April 27, 1950, as amended. 

3. Above cited references provide instructions relative to 
special pre-induction processing of medical, dental and veteri- 
nary registrants and processing for appointment in Officers 
Reserve Corps of these registrants. 

4. Commanding Generals, Continental Armies, Alaska, 
Pacific, and Caribbean, will institute following procedures with- 
out delay following receipt of this letter. 


(a) Subsequent to determination of professional and physical 
qualifications for commission of all physician, dentist, and 
veterinarian registrants who indicated an affirmative answer on 
Item 30 on DD Form 390 and prior to tender of commission 
to the qualified registrant, transmit by most expeditious method 
the name and selective service number of each such registrant 
to the appropriate State Selective Service director, with a re- 
quest for final determination that each registrant remains in a 
class available for military service, i. ¢., Classification 1-A 
or 1-A-O. 


(b) The action directed in the preceding subparagraph will 
be taken immediately in the case of all physician and dentist 
registrants upon whom allocation instructions have not been 
received, and in the case of veterinarians which have not been 
allocated to the Department of Air Force or appointed in the 
Department of the Army in accordance with WCL 27131 cited 
above. The same action will be taken with respect to all phy- 
sicians and dentists which have been reported by your head- 
quarters to Department of the Army and upon whom you 
receive instructions subsequent to the receipt of this letter to 
retain in an unallocated status. 

(c) When these registrants are reported back from the State 
Selective Service Director as still remaining in Classification 
1-A, or 1-A-O, commanders cited above will notify the Adju- 
tant General, on Friday of each week, showing numbers of 
physicians, dentists, and veterinarians separately by priorities 
1, I], Ul, or IV, of Public Law 779, 8ist Congress, who are 
professionally and physically qualified, desiring a commission, 
and who are either 1-A or 1-A-O. Department of the Army 
will then notify commanders of allocation to be made to each 
department. All future allecations will be made in absolute 
numbers and not in percentages. This request for disposition 
instructions is exempt from reports control system under the 
provisions of paragraph 40, AR 305-15. 

(d) When allocation instructions are received on registrants 
to be sent to the Air Force or Navy, Army Commanders will 
forward all pertinent papers to the respective departmental 
Surgeon General for necessary action. When papers of such 
registrants as may have been sent to either the Air Force or 
Navy are returned without commissioning action, Army Com- 
manders will tender such registrants an Army commission. No 
registrant will be substituted for cases returned by Air Force 
or Navy to maintain prior allccations without specific instruc- 
tions from the Department of the Army. 

(e) When State Selective Service Director indicates that a 
registrant who has been reported for final determination of 
availability per paragraph 4a, above, is other than 1-A, 1-A-O, 
Army Commanders will return all papers to State Selective 
Service Director, including DD Form 62, indicating accepta- 
bility for military service. Such registrants will be considered 
as a case which has never been received for record purposes. 
Such registrants as are later determined to be in Classification 
1-A, or 1-A-O, by Selective Service, will be reordered for 
preinduction physical examination by Selective Service in 
accordance with current policy. 

5. The prcecedures outlined in paragraph 4, above, will not 
apply to those registrants who have indicated “do not” on 
Item 30, DD Form 390, or to those registrants indicating “do” 
on Item 30, DD Form 390, who are determined to be pro- 
fessionally or physically disqualified for a commission. Reg- 
istrants who change an original “do not” to “do” if qualified 
for a commission will be processed as outlined in paragraph 4, 
above. No other changes will be made in present methods of 
precessing registrants who fall under groups indicated in this 
paragraph. 

6. Any special registrant previously classified in 1-A, or 
1-A-O, whose classification is changed by Selective Service 
from 1-A, or 1-A-O, after referral in accordance with para- 
graph 4a, above, may, notwithstanding such change of classi- 
fication, volunteer for and be offered a commission in the 
service of his choice within numbers to be authorized by the 
Department of the Army. Such registrants will be required to 
reaffirm their desire for commission and volunteer for immedi- 
ate active duty. 

7. The following are instructions which are being issued to 
the State Director of Selective Service from National Selective 
Service Headquarters, and are included for your information: 

“Instructions are being issued by the Army that special reg- 
istrants of Priorities | and Il, who are being processed by the 
Army, will not be offered commissions until acceptability is 
determined and until Army has resubmitted names to state 
director and has received from him confirmation of present 
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classification. Nothing shall preclude registrants from volun- 
tering for and being offered a commission in the service of 
their choice within the percentage distribution laid down in 
personnel policy board M 30-50.” (Reference paragraph 6, 
above). “Cases on selective service appeal will not be consid- 
ered as available for military service until all appeal pro- 
cedures have been completed. The state director will ascertain 
as soon as possible in each case the present classification of 
availability for military service or classification in a deferred 
class. The state director will satisfy himself that the Iccal board 
has received advice from the local advisory committee con- 
cerned. Confirmation of classification to the Army will be 
expedited. Those not considered available for military servicc 
at this time and who have answered Item 30 on DD Form 390 
in the affirmative will not be offered commissions until they 
reaffirm a positive desire for commission and volunteer for 
immediate active duty, or until a redetermination of availability 
is made. In these cases all papers with certificate of accepta- 
bility will be returned to the state director by the Army to 
be held in the local boards until such time as the registrant's 
classification is changed to 1-A, or 1-A-O. Attention of local 
board should be directed to section 4(i)(2), of the Act referring 
to the selection of individuals among the categories.” 


BY ORDER OF THE SECRETARY OF THE ARMY: 
EpwarD F. WITSELL 
Major General, USA 
The Adjutant General 


Frostbite Casualties—Two civilian and three military experts 
in the field of cold weather injuries have arrived in the Far 
East to evaluate the Army’s methods of preventing and treat- 
ing frostbite casualties. Dr. Carl W. Gottschalk of Boston and 
Dr. John H. Talbott of Buffalo, civilian members of the team, 
had experience in World War II in cold weather research. 
The other members of the team are Colonel Charies B. Henry, 
MC; Lt. Col. Joseph R. Blair, MC, and 2nd Lt. Ernest R. 
Kolovos, MSC. The team visited Percy Jones Army Hospital, 
Battle Creek, Mich., where the bulk of military frostbite cases 
in the United States are assembled, before departing for Osaka, 
the frostbite center of the Far East Command. The team will 
be joined in Osaka by Capt. Emanuel M. Fainer, MC, of Los 
Angeles. A number of new drugs and new methods of treating 
cold injuries will be evaluated. 


Buses for Passenger and Ambulance Use.—A dual-purpose 37 
passenger bus, which can be converted quickly into an ambu- 
lance for emergency use, has been designed by the Army Ord- 
nance Corps and 1509 of them ordered. The buses are to be 
allocated to Army installations throughout the country. Total 
cost of the contract is $19,617,000. The bus can be made ready 


to transport 14 litters in less than 30 minutes. Seats can be re- © 


moved in 45 minutes or less to accommodate 21 litters. The 
cost of special equipment necessary to convert a bus for am- 
bulance service is about 4 per cent of the vehicle’s total cost. 
With the exception of two rear doors, the vehicle is similar in 
appearance to an intercity passenger bus. 


AIR FORCE 
Air Force Resumes Commissioning Priority 1 Physicians.—A 


limited number of appointments to reserve commissions and 
active duty will be made from among volunteer applicants 
from priority 1 physicians, the Air Force announced Febru- 
ary 12. This announcement, in effect, reopens the opportunity 
for priority 1 physicians to volunteer for service with the Air 
Force if they so desire. Voluntary applications for service with 
the Air Force for priority 1 medical personnel had been dis- 
continued. Recently an unprecedented number of direct vol- 
unteer enlistments into the Air Force has required speed-up 
in physician and dentist integration. The number of applicants 
for commissions approved and ordered to duty will depend on 
the rate of expansion of the Air Force. The Air Force also 
is accepting applications for reserve commissions for priorities 
2, 3 and 4 physicians and dentists and for career officers. 
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PUBLIC HEALTH SERVICE 


Careers in Mental Health.—Encouraging more young persons 
to enter mental health work as a profession, the Mental Health 
Institute of the National Institutes of Health, Public Health 
Service, has published a new series of five pamphlets entitled 
“Careers in Mental Health.” These pamphlets describe oppor- 
tunities, personal qualifications and educational requirements 
for work in psychiatry, clinical psychology, psychiatric social 
work and psychiatric nursing. The pamphlets also indicate 
sources of financial aid for students, including National Insti- 
tute of Mental Health stipends available to graduate students 
in the four psychiatric specialties. 

The pamphlets, which are sold for 10 cents apiece, except 
as noted, are: 

“Careers in Mental Health.” PHS Publication No. 23; 15 cents. 
in Mental Health . . . Asa Psychiatrist.” PHS Publication 


“Careers in Mental Health . . . As a Psychiatric Nurse.” PHS 
Publication No. 26 


“Careers in Mental Health . . « As a Clinical Psychologist.” PHS 
Publication No. 27. 


“Careers in Mental Health 
PHS Publication No. 28. 


Single copies are available from the National Institute of 
Mental Health, Bethesda 14, Md. Larger quantities are avail- 
able from the Superintendent of Documents, Government 
Printing Office, Washington 25, D. C., with a 25 per cent 
discount on quantities of 100 or more. 


Performance of State Laboratories—A performance 
rating among 42 state health department laboratories shows 
that they vary from 59.5 per cent to 99 per cent in their 
accuracy in diagnosing certain intestinal parasites. The study 
was conducted by the Communicable Disease Center of the 
Public Health Service at the request of the Association of 
State and Territorial Health Officers, the Conference of State 
and Provincial Public Health Laboratory Directors and the 
National Advisory Health Council. The study is part of a 
long-range program aimed at helping state and local labora- 
tories improve diagnosis of a number of diseases. Dr. M. M. 
Brooke, Chief of the Parasitology and Mycology Section at 
the Communicable Disease Center, supervised the study. End- 
amoeba histolytica was chosen as the subject for identification 
as an estimated 5 to 10 per cent of the population is infected 
with this parasite. At the request of the Communicable Dis- 
ease Center, the American Scciety of Tropical Medicine 
appointed the following authorities to serve as referees in the 
evaluation: Dr. W. W. Frye, Louisiana State University School 
of Medicine, Dr. Herbert C. Johnstone, University of Cali- 
fornia, and Dr. W. G. Sawitz, Jefferson Medical College. 

The participating laboratories received 98 stool specimens 
from the Communicable Disease Center for analysis during 
the program. At the same time specimens of the same mate- 
rial were mailed to the referees. The latter determined that 18 
of the specimens contained the parasite, while 80 did not. Four 
laboratories correctly found all 18 specimens positive. 


Grants for Mental Health Research.—Twenty-three grants for 
mental health research totaling $196,137 have been announced 
by the Federal Security Administrator. All were approved by 
the Surgeon General of the Public Health Service, on recom- 
mendation of the National Advisory Mental Health Council. 
Dr. J. Francis Hartmann, of the University of Minnesota, 
received a grant of $10,284 to be used in experiments to deter- 
mine whether exposure to high altitudes causes permanent 
damage to the brain. Dr. Hartmann will use an electron micro- 
scope to study the brain cells of animals that have been placed 
in low air pressure chambers, simulating conditions to which 
flyers may be exposed at extremely high altitudes. He has 
developed a glass knife that will slice nerve cells less than four 
millionths of an inch thick to psovide specimens for the study. 
Dr. Marion E. Bunch, of Washington University, St. Louis, 
was awarded $7,344 to study the effects of anoxia at birth 
and in maturity on the mental capacity of animals. The study 
is expected to have implications for high altitude aviation and 
also in showing possible mental effects of oxygen lack before 
or at birth due to difficulties in pregnancy or delivery. The 
learning ability of three groups of animals subjected to lack of 
oxygen will be compared with that of normal animals. 


» « + As a Psychiatric Social Worker.” 
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FOREIGN LETTERS 


LONDON 


The Old Minister and the New.—Since the Socialists gained 
a majority in the House of Commons in 1945 the Minister of 
Health has been Mr. Aneurin Bevan. In addition to being head 
of the Ministry of Health he also has been responsible for 
housing. On January 18, 1951 it was announced from White- 
hall that Mr. Aneurin Bevan was no longer to be Minister 
of Health but Minister of Labour. The Ministry of Health is 
now taken over by Mr. H. Marquand, M.P. His duties will 
concern solely health, housing problems being dealt with by 
a different Ministry. 

Many articles have commented on the removal of Mr. Bevan 
from the Ministry of Health. The leading article of the British 
Medical Journal of Jan. 27, 1951 states that Mr. Aneurin 
Bevan did his best to make himself disliked by the medical 
profession, and, by and large, he succeeded. By political adroit- 
ness he put on the statute book acts which revolutionized the 
practice of medicine in Britain. He was assisted by the fact 
that some such reform was approved by all political parties and 
that the British Medical Association supported the idea of a 
comprehensive service for 100 per cent of the population. Mr. 
Bevan as a clever politician at critical moments failed to 
reconcile conflicting interests and to give evidence of under- 
standing the other man’s point of view. 

There are a long series of grievances which the profession 
has against the ex-Minister and which they will not soon forget. 
For instance, his attack in the House of Commons in the early 
part of 1948; his attempts to sow discord between general 
practitioners and consultants; his actions at the conference 
table. Especially resented were delaying tactics which avoided 
giving the general practitioner a fair deal under the terms of 
the Spens recommendations. Continued evasion of this prob- 
lem brought things to such a pitch that general practitioners 
are now seriously making plans for withdrawal from the ser- 
vice if their proper claims are not realistically investigated and 
met. Apart from all these annoyances, the Health Service has 
as yet failed in its main object—that is, to bring the full re- 
sources of medicine within the immediate reach of the whole 
population. True it is that other obstacles have been in the 
way: the shortage of nurses and beds, the shortage of materials 
and labor for reconstruction of hospitals, confusion over the 
part to be played by health centers even if they could be built. 
But, the article continues, the economics of the service have 
completely got out of control, and the administrative machine 
is creaking loudly. As a consequence there is widespread dis- 
satisfaction in the medical profession and among the general 
public. 

In speaking of Mr. Bevan’s successor, Mr. H. Marquand, the 
article says that he has an unenviable task. It is at all events 
satisfactory that he is a Minister of Health and not Minister of 
Housing as well, although the transfer to the Minister of Town 
and Country Planning of housing and of responsibilities in rela- 
tion to local government will during the transition period dis- 
locate the work of the Health Ministry. 


The new Minister of Health has a distinguished academic 
record as a historian and as an economist and comes into his 
new office from the Ministry of Pensions, having previously 
been Secretary for Overseas Trade and Paymaster-General. 
The first thing that the profession hopes for by this change of 
minister is an improvement in the relationship between the 
Ministry and the medical profession. Doctors will be the first 
to recognize that Mr. Marquand has come into a doubtful 
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inheritance but will be prepared to work with him in an attempt 
to solve the enormous problems ahead, provided Mr. Mar- 
quand deals with the profession as a responsible body of per- 
sons anxious to do efficiently the work for which they have 
been trained. The difficulties of taking over the Ministry should 
not deter or unduly delay a thorough review of the general 
practitioner’s claims. The British Medical Journal concludes its 
leading article by saying that Mr. Marquand’s first task is to 
secure a contented profession, so that whatever other difficul- 
ties may exist doctors will be able to tackle them with a good 
will and even, perhaps, with enthusiasm. 


Smallpox in Brighton.—Smallpox was introduced into this 
country by a Royal Air Force officer who flew from Karachi 
by way of Malta. He landed at Leuchars, Fife, and from there 
traveled to Brighton on November 29. For the next 12 days 
he resided in the town. At the beginning of this period he did 
not feel well. Physicians were doubtful as to the cause, but it 
was later proved that his illness was smallpox in a highly modi- 
fied form. 

The original patient infected a young woman in the same 
Brighton house, and she was in Bevendean Hospital with a 
wrong diagnosis for 10 days. It was only when her father 
was admitted, seriously ill, on December 27, that smallpox 
was suspected. The diagnosis was confirmed on December 28. 
This delay in diagnosis allowed the spread of infection in three 
foci: 1. The hospital. Here the following persons contracted - 
the disease: nine nurses, of whom three died; two domestics, 
both of whom died; one gardener, who died, and one baby 
patient, who recovered. 2. The telephone exchange. The second 
patient was employed here, and as a result two other women | 
were infected. 3. A laundry. The clothes of the original patient 
were sent here, and this led to six employees contracting the 
disease, two of whom died. 

Outside these three main foci there were five cases with one 
death. No definite linkage of infection could be found in four 
of these, but the fifth patient was a contact of one of the 
hospital nurses who died of the disease. 

Last Confirmed Case.—The public health section of the 
Lancet of Feb. 3, 1951 states that the last patient with con- 


- firmed smallpox was isolated on January 22. During the week 


which ended at noon on January 30, no new case of small- 
pox was listed. All contacts are now out of surveillance. Pa- 
tients from outside the Brighton area who have been under 
observation in the hospital have been proved not to have small- 
pox. The disease has throughout been confined to the Brighton 
area. 

There have been to date 29 cases with 10 deaths. The vac- 
cination status of the 29 patients before exposure to smallpox 
infection was as follows: unvaccinated 18, vaccinated in infancy 
only nine and vaccinated in infancy and once or twice subse- 
quently two. Of the 10 who died seven were unvaccinated 
before exposure and three had been vaccinated in infancy only. 


Vaccination Requirements for Travelers —The World Health 
Organization has published a list of vaccinations and inocula- 
tions required by 122 countries from incoming travelers. The 
foreword of this pamphlet includes a reminder of the periods 
of validity of certificates of vaccination or inoculation as laid 
down in the 1944 International Sanitary Convention. Deter- 
mined from the date of immunization these are for smallpox 
14 days to 3 years; for cholera 7 days to six months; for 
yellow fever 10 days to 4 years, and for typhus 1 year. 
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PARIS 


First World C —This congress was held 
in Paris Sept. 3-9, 1950, under the presidency of Professor 
Laubry, and was attended by the most prominent cardiologists 
of the world. Papers relating to all branches of cardiology, 484 
in all, were presented. 

The best angiocardiography technique, according to Cahen, 
Moura Campos, J. Puigbo and Dorbecker, is intracardiac injec- 
tion of an opaque substance through a Nélaton catheter intro- 
duced under fluoroscopic control. These authors were enabled 
to demonstrate in a very high percentage of cases the existence 
of intra-auricular communications. Jénsson and Broden ob- 
tained valuable data in coarctation and patent ductus arterio- 
sus, by the direct injection of a contrast medium into the aorta 
by a catheter introduced in the right common carotid artery. 
Wegelius and Lind studied cardiac dynamics using a device 
which permitted the very rapid taking of synchronous films at 
two right angles. Cordorelli described a technique permitting 
the simultaneous recording of venous arterial, ventricular and 
auricular pressure. 

The interest of ballistography, especially in coronary artery 
disease was emphasized; it permits the identification of coro- 
nary disease in its very early stage. Carlo Guzetti presented 
an original micro-oscillographic method with electrical register- 
ing permitting the simultaneous detection of arterial humero- 
digital pressure and the taking of the sphygmogram of the 
digital artery. Regnier, Segers and their associates discussed 
the vectocardiographic investigation of intraventricular con- 
duction and of the “minor” forms of blocks. Donzelot and 
Milanovich reported the preliminary results of their method 
of ygraphy. Rosenbluth and Garcia-Ramos, 
basing their opinion on the effects induced by the stimulation 
of the vagus and the sympathetic nerves, concluded that there 
is no difference between the coronary vessels and the other 
vessels of the organism as regards their innervation and their 
vasomotor reactions. Arnulf recommends section of the pre- 
aortic plexus inducing a coronary vasodilatation, the impor- 
tance of which he could appreciate in animals by photographic 
enlargements. 

Arterial Hypertension—A number of studies were devoted 
to this ficld. Sarogoglu applied all tests of hypotension on a 
large scale, to hypertensive patients and found the sodium 
bromide test to be the most effective; he concluded that hyper- 
tension, both essential and renal, are of nervous origin at their 
onset, whereas, at an advanced stage, they depend on humoral 
factors. According to Bergamasco, pressure rise is due to the 
liberation of hypertensin by the liver, following the vasocon- 
strictor shock provoked by epinephrine. Bartorelli and Bruno 
demonstrated in animals that diencephalic hypertension pro- 
voked by electrical stimulation of the hypothalamus is greatly 
lowered by the intravenous injection of the dihydro ergot 
alkaloids. Through experiments of electric stimulation, effected 
during frontal lobectomies, Chapman and his associates showed 
for the first time in man that certain cortical and subcortical 
cerebral zones may play a part in the regulation of the blood 
pressure and of the cardiac rhythm. According to Jimenez- 
Diaz, Barreda and Molina, the arterial wall secretes a factor 
which combines with a preexisting plasma factor to create a 
hypotensive factor. Masson, Corcoran and Page established 
that experimental hypertension always results in hyperplasia 
of the zona glomerula; renin, inducing excessive loss of sodium, 
stimulates this zone, and thus a renoadrenal vicious circle is 
established. 

Pulmonary Edema.—Warren, Doyle and Wilson have noted 
in certain normal persons, significant rises of pressure in 
pulmonary arteries and capillaries following intravenous injec- 
tions of isotonic salt solution. They believe that in persons 
with cardiac disease still more important modifications may 
play a conspicuous role in the genesis of pulmonary edema. 
Alvarez, Lason and Bouchard proved, by estimations made in 
situ in the course of catheterizations, the possibility of impor- 
tant variations of saturation with oxygen in pulmonary veins 
and even from one vein to another, contrary to the opinion 
that the saturation always is 95 per cent. 
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Experimental Atherosclerosis—This disease, among others, 
was studied by Katz and Stamler; they found that its produc- 
tion was delayed by thyroid hormone. But lipotropic factors 


- that protect effectively against hepatic steatosis have no pro- 


phylactic effect on atherosclerosis of chickens. Mosinger ob- 
tained experimental arteritis of various types, vascular nephritis, 
telangiectasis, and involvement of the three membranes of the 
heart by heterogenous serums, various intoxications or admin- 
istration of high doses of desoxycorticosterone. 

Aortic stenosis has been the subject matter of a large electric 
study by Rodriguez and D. S. Pallares, from which they con- 
clude, among other things, that in all cases of calcified aortic 
stenosis there is a complete or incomplete branch block of the 
fascia of the bundle of His and that most of the tracings strongly 
suggested a ventricular hypertrophy. From their study, N. 
Dorbecker, Chavez and M. V. de la Cruz conclude that angio- 
cardiography is of no essential value for the diagnosis of aortic 
Stenosis but is of a great importance for the choice of the 
most adequate operative technique. F. Bouchard, R. L. Lason 
and V. R. Alvarez (Mexico) presented 8 cases of persistency 
of the ductus arteriosus with great pulmonary hypertension. 
They were able to catheterize the aorta through the duct in 
25 cases and thus contirm the diagnosis, whereas the catheteri- 
zation of the aorta alone may lead to error. K. Maddox and 
J. Allsop (Australia) presented 8 cases of association of Fallot’s 
tetralogy with persistency of the foramen ovale. H. B. Taussig 
and associates analyzed 828 cases of operation for stenosis and 
pulmonary atresia. Taussig in collaboration with A. Cohen 
presented a clinical study of pseudotruncus arteriosus. Y. Lars- 
son and his associates (Stockholm) presented an important 
study on isolated stenosis of the pulmonary trunk, in which 
catheterization plays a great role. F. Joly and his associates 
insisted on the value of angiocardiography and catheterization 
for the diagnosis of this condition. S. Borges (Mexico) studied 
Fallot’s tetralogy with poststenosal dilatation of the pulmonary 
artery and discussed the differentiation from Eisenmenger syn- 
drome. P. Soulié (Paris) and his associates discussed the indi- 
cations for Blalock-Taussig anastomosis and direct cardiac 
valvotomy. 

Acquired Cardiopathies—Acute pulmonary heart has been 
studied by RK. Zuckermann, D. Sodi, Pallares and their asso- 
ciates, who stressed the morophological aspects and the elec- 
trecardiographic interpretation of forms simulating myocardial 
infarction. In their study on arterial pulmonary circulation in 
asthmatics, with the use of y and 
catheterization, P. Maurice, J. Lenégre and their associates 
noted a progressive decrease in number and in the diameter 
of the lumen of distal branches of pulmenary arteries. The 
arterial pulmonary pressure often remains normal or low be- 
tween the crises of pure or intricate asthma and rises in a 
transient and variable manner during the crises. 

Treatment.—Mendez and I. Chavez (Mexico) tried various 
sympathicolytic drugs for the treatment of essential hyper- 
tension; dihydroergotamine appears to have given the best 
results; tetraethylammonium salts proved very useful in lsyper- 
tensive crisis; thiocyanate gave only transient and hardly 
noticeable results but often provoked signs of intolerance. He 
thinks Smithwick’s sympathectomy useful in severe cases. P. D. 
White and his associates reported that hypothyroidism, induced 
by radioactive iodine, gave good results in the treatment of 
cardiac deficiency and severe angina pectoris. 

But it is in surgical treatment that the greatest progress is 
to be noted; palliative operations tend to be superseded by 
direct surgery, which was the subject of a communication 
from R. M. Frank Canosa, A. Rodriguez and H. Anido 
(Habana). Baker and Campbell (London) reported successful 
results from cardiac valvotomy in six of eight cases with opera- 
tion. O'Neil, Bailey and Glover consider that commissurec- 
tomy is the operation of choice; in 35 cases, they obtained 
significant improvement in 22, moderate improvement in 3, 
and failure in 3. There were four deaths after surgery, two 
being due to the aggravation of regurgitation. There were no 
embolic accidents. Of 16 azygopulmonary venous anastomoses 
performed for mitral stenosis, Dubost (Paris) obtained 4 re- 
markable results, verified 18, 12, 9 and 2 months after the 
operation. 
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ORAL REACTIONS TO PENICILLIN TOOTH POWDER 


To the Editor:—The currently fashionable use of highly potent 
allergic sensitizers in products available to the public now 
includes dentccillin.® This, according to the label, is a tooth 
powder containing 500 units per gram of crystalline potassium 
penicillin G and is produced by Andrew Jergens Company 
of Cincinnati. 

We had our first case of urticaria medicamentosa due spe- 
cifically to this product this morning. It follows the character- 
istic course seen following penicillin used in the customary 
manners. Urticaria appeared between 48 and 60 hours after 
initial brushing of the teeth with a “professional sample.” 


CuiirForD H. M.D., 
161 West Wisconsin Avenue, Milwaukee. 


IRRIGATION OF THE EXTERNAL EAR CANAL 


To the Editor:—Irrigation of the external ear canal with a 
syringe and the patient in a sitting position with a pan or pus 
basin under the ear to be cleansed and an oil cloth and towel 
over the shoulder to protect the clothing seems cumbersome. 
It is simpler if the patient lies on the office table with the head 
turned on the side and the ear to be attended uppermost. The 
concha is used as a basin, and the syringe is replaced by a 
Medicine dropper, which is gentler to the ear and more thor- 
ough, because of the easily utilized suction. Assistance is not 
necessary. Aduit patients prefer it. It is especially advantageous 
in young children. 

Louis Weiss, M.D., 

519 Springfield Avenue, Newark, N. J. 


DICUMAROL* AND MYOCARDIAL INFARCTION 


To the Editor:—I am in agreement with the views expressed 
by Dr. Russek and co-workers regarding the indications for 
the use of bishydroxycoumarin (dicumarol*) in acute myo- 
cardial infarction (J. A. M. A. 145:390 [Feb. 10] 1951). I at 
first expressed skepticism as to the value of the drug in the 
milder grades of myocardial infarction (“Cardiovascular Dis- 
ease: Fundamentals, Differential Diagnosis, Prognosis and 
Treatment,” New York, Grune and Stratton, 1949, pp. 339- 
340). A comparison of a large series of cases of myocardial 
infarction with and without bishydroxycoumarin therapy since 
then has convinced me that in the average case this drug has 
no effect on prognosis. In fact, an occasional hemorrhagic 
complication would seem to place the patient treated with 
bishydroxycoumarin at a disadvantage. In the severe grades 
of myocardial infarction and in conditions mentioned below, 
however, the drug improves the immediate prognosis. 

The selection of patients for this therapy requires a careful 
appraisal of the individual case. Some of the criteria enumer- 
ated in Dr. Russek’s paper may be of service. Important 
criteria that were not mentioned are the presence of obesity 
and flabby musculature, both of which may be predisposing 
causes of venous thrombosis under prolonged bed rest; a his- 
tory of thrombophlebitis in the past or the presence of throm- 
bophlebitis or varicosities in the lower extremities at the 
time of the onset of myocardial infarction; a history of past 
pulmonary embolism of unknown origin; the presence of 
thromboangiitis obliterans; the presence of pulmonary vascular 
pathology, and a history of cardiac arrhythmias in the past, 
particularly auricular fibrillation, even though such arrhythmias 
are not present at the time of the infarction. All these call for 
anticoagulant therapy even in a mild grade of myocardial 
infarction. 

The successful outcome of any case, however, is dependent 
more on proper general management of the case than on anti- 
coagulant therapy or on any other drugs. The high mortality 
rates in the acute phases of the disease reported in various 
hospital series in the literature are probably partly due to a 
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lack of individualization of therapy, insufficient or improper 
nursing care, improper attention to the variable physiological- 
pathological changes and to the psychic state of the individual 
patient and frequent use of various drugs the effects of which 
are at best questionable and at worst distinctly detrimental. 
In my experience, the average mortality rate in private cases 
never approached even the lowest reported mortality rates and 
was further improved by anticoagulant therapy in selected 
cases. 

Louis H. SIGLER, M.D., 

255 Eastern Parkway, Brooklyn 16, N. Y. 
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AN OLD-TIME SWINDLE CONTINUES 


The “Spanish prisoner” swindle is still being worked out 
of Mexico. Doctors of medicine appear to be particularly tempt- 
ing tafgets to the perpetrators. In view of this fact, the Post 
Office inspectors have again requested the Bureau of Investi- 
gation to publish a warning against the fraud. 

The Mexican correspondent writes about a large sum of 
money being held at an unnamed point for a prisoner whose 
liberty may be purchased. The recipient is asked to write for 
further details, and is promised a share of the large sum for 
obtaining the release of the prisoner. 

The matter has been brought to the attention of the pro- 
fession in earlier issues of THE JoURNAL. In 1941 a specimen 
of the first letter was published (J. A. M. A. 116:2213 [May 19] 
1941). The identical letter, except for the amount of money 
involved and the date and the signatory, was received in 1951 
by a physician in Wisconsin. This physician answered the 
first letter and received a second, giving the details of the 
scheme. The second letter was accompanied by what appeared 
to be official commitment papers and a clipping from a news- 
paper reporting the capture of Leon J. Ferrari. 

The Wisconsin physician turned over this material to the 
Post Office Department. He had been asked to bring the sum 
of $9,850, in return for which he was promised one-third of 
$449,000. Of particular interest are the instructions given 
with respect to the trip of the victim to Mexico. They are as 
follows: 

“Your Trip: When you leaves home to go Laredo Texas, 
send me a letter special delivery. When you arrive Laredo 
Texas, send me another letter special delivery (don’t wire) 
telling me the name of the Hotel where you stop. I will answer 
immediately giving to you the instructions to get my daughter 
documents, when you have the documents with you, and have 
got the permit of tourist at the Mexican Consulate in Laredo 
Texas, come over to Laredo Mexico and from there you come 
in anyone of the airplanes that make trips to this city daily. 
Also you can travel by bus or by train. As soon as you arrive 
here, and to easy the sooner possible the interview with the 
guard to bring you to this prison, you can stop in anyone of 
the following Hotels: ‘Majestic Hotel’ or ‘Emporito Hotel.’ 
(of course you can stop in any other Hotel that you like the 
best) but I tell you about this ones, to abreviate time and to 
carry out transaction; the guard will meet you there, and in 
case he does not show up immediately don’t be impatient his 
duties may involuntarily retain him, just send a few lines to 
his address telling him the Hotel and room number where 
you are stopping. Bring all the documents I enclose herewith 
as we will need them to cancel the embargo. The Judicial 
Auditory accepts dollars in U. S. Cy. at the same rate as the 
Banks, so it would be better for us that you bring the $9,850 
Dils. (NINETY EIGHT HUNDRED AND FIFTY DOLLS.) 
in the U. S. Cy. You could also bring traveler’s checks but 
you would have to pay an extra percentage when cashing them 
and as they are drawn in small amounts, they might inquire 
why you are cashing them all at the same time and we must 
avoid, by all means, any kind of suspicions. Take notice that 
you will not bring checks nor credit letters, because you 
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would have get some solvent local business house to identify 
your signature; which would be more than difficult and besides 
totally unacceptable, as they would want to know the nature 
of the transaction. 

“Your answer will be delivered me immediately and safely, 
by the guard, so write by Air Mail special delivery to the fol- 
lowing name and address: 

Sr. Ruben Moreno 
Tapachula 54 
Mexico City, Mexico.” 


While it is difficult to imagine how a professional person 
would be taken in on such a crude swindle, nevertheless this 
is brought to the attention of the medical profession at this 
time as a matter of cooperation with Post Office inspectors. 
They ask that physician-recipients turn over to postal author- 
ities correspondence received from the swindlers. Additional 
Post Office fraud orders are then invoked, thus making it 
more difficult for the swindlers and, incidentally, assisting the 
inspectors in their job of protecting the public generally against 
those who use the mails to further their fraudulent schemes. 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACT 


Assault and Battery: N for Consent for Sterilization 
Operation.—The plaintiffs, husband and wife, sued the defen- 
dant physician and defendant hospital for damages resulting 
from an alleged unauthorized operation performed upon the 
plaintiff wife following delivery of her third child. The trial 
court found in favor of the defendants, the trial judge granted 
a motion for a new trial and both parties appealed to the dis- 
trict court of appeal, second district, division 2, California. 

By reason of her high blood pressure, infected kidney and 
painful, swollen legs, the plaintiff wife, hereafter referred to 
as the patient, was ordered to the hospital about two weeks 
prior to the date cf the anticipated birth of her third child. 
Pursuant to the ministrations of the defendant physician, the 
patient commenced to labor at about 11:00 p. m. but without 
success. On the following morning the doctor concluded that a 
Cesarean secticn was necessary and after his conversation with 
the plaintiffs they agreed that she should also be sterilized at 
that time. Such course was recommended by the defendant 
because of the patient’s suffering from a condition known as 
eclampsia, or toxemia of pregnancy, a condition from which 
she had apparently suffered in connection with her two prior 
pregnancies. It was also the defendant’s opinion that, because 
of the blood pressure and kidney infection, the patient could 
not reasonably withstand future pregnancies. Plaintiffs then 
executed a written document assenting to the performing of 
“whatever operations may be decided to be necessary or advis- 
able” and demanded that the sterilization be performed. Shortly 
thereafter, however, as the doctor was preparing for surgery, 
the baby was delivered spontaneously. Defendant then con- 
ferred with the patient in regard to his proceeding with the 
surgery. Again she gave her consent. The sterilization operation 
was then performed. 

An action for injuries resulting from a surgeon’s perform- 
ance of a successful operation is founded upon the theory of 
an assault; that is the operation was without the plaintiff's 
consent. Here, said the court, we have the written consent of 
both plaintiffs to the operation. The plaintiffs contend, how- 
ever, that this written consent was conditioned upon the defen- 
dant’s first having performed the Caesarean section. This 
contention is contrary to the testimony of the doctor that 
during the interim between the birth and the surgery the patient 
again consented to the sterilization and in this testimony the 
defendant was corroborated by Dr. Grover, the anesthetist, 
who testified that he witnessed the conversation and that the 
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patient was conscious and rational at the time. Although the 
plaintiffs also contended that the consent of both husband and 
wife was necessary, they cited no authority in support of such 
proposition. 

Continuing, the court said that it is elemental that consent 
may be manifested by acts or conduct and need not necessarily 
be shown by a writing or by express words. The jury was 
privileged to infer a consent from the fact that the patient sub- 
mitted to the operation without objection and from the fact 
that plaintiff husband made no protest when he was advised 
that the operation followed a normal birth. Plaintiffs’ argu- 
ment that consent may be implied only where an emergency 
exists overlooks the fact that in an emergency situation where 
a dector is privileged to proceed with necessary surgery, there 
is actually no consent whatsoever to an invasion of the patient’s 
interests. Any language in the decisions that there is such an 
implied consent in such circumstances is an obvious fiction. In 
reality the person whose right is invaded has not by word or 
act expressed any actual or apparent assent. Thus both consent 
and emergency constitute two separate and distinct defenses to 
this type of action. Other contentions raised by the plaintiff 
were also overruled and the order of the trial court granting 
a new trial was set aside. Judgment in favor of the defendant 
physician and hospital was affirmed.—Kritzer v. Citron, 224 
P. (2d) 808 (California 1950). 


Common Disaster: No presumption of survivorship.—This 
was a proceeding to determine which of two persons found 
dead in their apartment as a result of asphyxiation was the sur- 
vivor. The case was heard in Surrogate’s Court, Broome 
County, New York. 

The deceased individuals, Angelo DiBella, Angela Dibella, 
his wife, and Gina DiBella, their daughter, were found lying 
dead on a bed in a bedroom of their apartment adjacent to the 
kitchen. The atmosphere of the apartment was heavily charged 
with gas. The source of this was readily apparent as having 
come from the kitchen range, upon which was a kettle contain- 
ing, or which had contained, glass jars of tomato paste. Some of 
these jars had burst and their contents had spattered around 
on various parts of the walls and floors. 

The issue in this case was whether or not Angelo survived 
Angela. The law is well settled in this State, said the court, 
that there is no presumption of survivorship in the case of per- 
sons who die in a common disaster. In the absence of satisfac- 
tory evidence, the fact is assumed to be unascertainable, and 
the property rights are disposed of as if death occurred at the 
same time, not because of the presumption of simultaneous 
death, but because of the absence of either evidence or a pre- 
sumption to the contrary. No physical condition, the court 
continued, such as sex, relative ages or physiques, or the cir- 
cumstance that one of the two persons whose survivorship of 
the other is in question was suffering from some malady or any 
other physical condition which, logically, might seem to be a 
basis of probability in relation to survivorship, can be consid- 
ered as constituting the basis of a presumption that the physi- 
cally superior person survived the other. 

The petitioner in this case, the representative of the father’s 
estate, contended that the composite indication of all the evi- 
dence sustained her burden of proof in showing that the father 
survived the mother. The petitioner first contended that the 
mother had been suffering for some years from asthma in an 
aggravated form. She had been undergoing a particularly severe 
attack of this malady for a period of two or three weeks im- 
mediately preceding the date of the tragedy in question. Six 
dcctors testified as to the bearing of this fact upon the issue of 
survivorship. Four of them testified in support of the thesis that 
a chronic asthmatic, hard-pressed to supply her physical need 
of oxygen, when subjected to the additional condition of ex- 
posure to carbon monoxide mingled with the air, could not 
hold out as long as a person having a nofmal respiratory sys- 
tem. This evidence, said the court, is of course designed to sup- 
port the inference that the effect of the asthmatic affliction of 
Mrs. DiBella would be that she could not possibly have with- 
stood asphyxiation by carbon monoxide for as long a period of 
time as would be true in the case of her husband, who was 
free from any such physical ailment and whose respiratory sys- 
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tem, presumably, was normal. The weight of the doctors’ testi- 
mony was to the effect that because of these facts with reason- 
able medical certainty the wife’s death occurred sooner than 
that of her husband. It is contended by the petitioner that the 
issue of survivorship, being free of any and all presumptive 
considerations, is, therefore, an open question, and, if a differ- 
ence in potential resistance to the common cause of death 
seems apparent, and, particularly, if this can be strongly rein- 
forced by medical testimony, then there may well be a basis of 
inference presented. Here, however, we have to take into con- 
sideration a special fact strongly tending to negative the infer- 
ence of survivorship of the husband solely by reason of his 
having had a normal respiratory system, said the court. This 
fact is that the condition of the bodies of both female members 
of the DiBella family indicated that it would be impossible to 
determine which was the survivor. The girl was free of the 
asthmatic condition affecting her mother, nevertheless, judging 
by the similar condition of their bodies, she did not cling to 
the breath of life any longer than did her mother. At least 
there is no evidentiary basis for an inference that she did so. 
From this it appears that actually the asthmatic condition of 
Mrs. DiBella made no difference in relation to the time of the 
respective deaths. The utmost that can reasonably be said, the 
court concluded, is that the fact that the wife was respiratorily 
disabled may be in some degree corroborative of other evidence 
in the case tending to show the husband's survivorship. 

The petitioner next contended that the condition of the 
bodies indicated that the father had lived longer. The two fe- 
male bodies were swollen or bloated, particularly their heads, 
to about twice their normal size. Their faces were so discolored 
and distorted as to be unrecognizable, except, of course, as they 
were otherwise identifiable. There was a foamy or frothy, 
bloody exudation from their mouths and nostrils. Decomposi- 
tion resulting in a stench permeating the apartment had set in 
to an extent which made it almost intolerable to approach their 
bodies closely enough for examination. In sharp contrast, the 
body of the man “looked natural.” His face was normal in 
color and size. There was no discoloration or bloody froth ob- 
servable. It is clear from the evidence that, in his case, the 
chemical changes incident to putrefaction had not progressed in 
the man to the degree that it had in the women. The main 
explanation offered by the respondents, who represented the 
estate of the mother, as to why there was so much relative 
difference in the condition of the bodies of Mr. and Mrs. Di- 
Bella was that he was a man of a lean wiry physique, weigh- 
ing not more than one hundred forty pounds, whereas his wife 
was somewhat obese, estimated by witnesses to have been of a 
weight of around one hundred sixty to one hundred eighty 
pounds. There was some medical testimony to the effect that 
corpulent bodies, other things being equal, yield to the process 
of decomposition at a faster rate than is true of bodies of lean 
persons. However, as specifically testified by Dr. Bergstrom, 
although this condition of relative weight might be somewhat of 
a factor, it could not be regarded as accounting for the great 
differences in the bodies in relation to the onset of the process 
of dissolution. The degree of variation was so great as to indi- 
cate a considerable time element, over and beyond any that 
could rationally be ascribed to the scientific phenomenon, if 
such it be, that, under the same conditions, an obese body wiii 
decompose somewhat faster than a lean body. In other words, 
said the court, I think it is to be regarded as perfectly obvious 
that the condition of Mrs. DiBella’s body, as compared with 
her husband's, proclaimed in no uncertain terms that her life 
had expired at least several hours earlier than his. 

Finally, the petitioner contended that the evidence of the 
witness who lived in the apartment immediately above that of 
the deceased persons, showed that the woman had ceased 
breathing before the man. This witness testified to the effect 
that she was very familiar with the characteristic sound pro- 
duced by the asthmatic breathing of Mrs. DiBella. She had 
heard it many times. Sometimes it had been while she was in 
Mrs. DiBella’s own house, visiting her, and at other times she 
had heard the same sound while they were in their respective 
apartments. She testified that her sleep had been disturbed dur- 
ing the night of September 23-24 by the sounds caused by the 


distressed breathing of Mrs. DiBella in the apartment below 
her; that she continued to hear these sounds on the morning 
of the 24th and operated her vacuum cleaner more to relieve 
herself of the mental uneasiness caused by hearing them than 
to perform necessary cleaning of her apartment; that later on 
the same day, she no longer heard the characteristic wheezing 
of Mrs. DiBella’s asthmatic breathing, but that, coming from 
the first floor apartment, she did hear a labored “hard” but 
otherwise normal breathing. If believed, said the court, this tes- 
timony strongly indicates each of two conclusions. One of these 
is that the breathing of Mrs. DiBella had ceased at the time the 
witness heard the other type of breathing. The other is that, in 
all probability, the hard and labored, but otherwise normal, 
breathing heard by the witness was that of Mr. DiBella. While 
this type of breathing could have been that of the daughter, 
this hypothesis is most unlikely in view of the fact that the 
daughter’s body lay nearest to the source of the gaseous con- 
tamination of the air and the condition of her body indicated 
that she had not lived appreciably, if any, longer than her 
mother. 

Accordingly the court concluded that in their combined 
evaluation the second and third categories of evidence relied 
on by the petitioner were sufficient to constitute a fair prepon- 
derance of all the evidence in relation to the issue of survivor- 
ship, thus sustaining the contention of the petitioner that the 
father outlived the mother.—/n re DiBella’s Estate 100 N.Y.S. 
(2d) N. Y. (1950). 
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NEW MOTION PICTURE 
ADDED TO A. M. A. FILM LIBRARY 

Embryology of the Eye: 16 mm., color, sound, showing time 45 minutes. 
Presented by The American Academy of Ophthalmology and Otol 
gology. Produced in 1950 by Sturgis-Grant Productions, 314 East 46th 
Street, New York 17, in cooperation with the Department of Embryology 
of the Carnegie Institute of Washington, George W. Corner, M.D., 
Director, and Gordon K. Smelser, Ph.D., Technical Consultant. Procur- 
able on loan (service charge $3.00) from Committee on Medical Motion 
Pictures, American Medical Association, 535 North Dearborn Street, 
Chicago 10. 

This motion picture provides an excellent general picture of 
the development of the ocular structures. Part 1 reveals the 
early stages and, as far as possible, shows all the tissue develop- 
ing simultaneously. Part 2 is concerned with later stages. The 
lens, vascular system, cornea, lids, muscles and retina are 
reviewed separately and completely. In the last portion of part 
2, the stages are consecutively shown and all tissues and their 
changes are summarized. It is recommended that the film be 
shown in its entirety at the first showing and repeated later 
as parts | and 2 since it is difficult to grasp all portions in one — 
showing. This film is an excellent teaching medium for medical 
students, ophthalmology students and residents, nurses and 
interns. It is also a splendid review film for ophthalmologists. 

The photography is good, with models, schematic and ani- 
mated drawings and sketches reinforcing actual photomicro- 
graphs. The slow and continuous growth of the eye in three 
dimensions makes a difficult subject clear and understandable. 
The narration is good. 


REVISED LIST OF HEALTH EDUCATION MOTION 
PICTURES CLEARED FOR TELEVISION 


The Committee on Medical Motion Pictures has completed 
a revised list of “Health Education Motion Pictures Cleared 
for Use on Television.” It lists, briefly describes and gives the 
sources of 179 films that may be obtained free of charge and 
by rental for use on television. Suggested procedures for obtain- 
ing these films are also included. Copies have been sent to the 
secretary of each of the state medical societies. Copies will 
be sent to county medical societies and other medical organi- 
zations on request. 
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MEDICAL LITERATURE ABSTRACTS 


AMERICAN 


A.M.A. Arch. Dermat. and Syphilology, Chicago 


63:1-168 (Jan.) 1951 


Actual Causes of Certain Occupational Dermatoses: III. Further Study 
with Special Reference to Effect of Alkali on Skin, Effect of Soap 
on pH of Skin, Modern Cutaneous Detergents. J. V. Klauder and 
B. A. Gross.—p. 1. 

Metabolic and Steroid Hormone ~— in Lupus Erythematosus. E. F. 
Traub and H. J. Spoor.—p. 24 

*Effects of Cortisone on Acute Disseminated Lupus Erythematosus. 
L. A. Brunsting, C. H. Slocumb and J. W. Didcoct.—p. 29. 

Morphea-Like Epithelioma. M. R. Caro and J. B. Howell.—p. 53. 

Transverse Nasal Stripe at Puberty (Stria Nasi Transversa). T. Corn- 
bleet.—p. 70. 

Epithelioma Adenoides Cysticum; Basal Celi Nevi, Agenesis of Corpus 
Callosum and Dental Cysts: Clinical and Autopsy Study. G. W. 
Binkley and H. H. Johnson Jr.—p. 73. 

Study of Syphilis in Northern Alberta. H. Orr and P. L. Rentiers. 

5 


85. 

*Effectiveness of Penicillin in Prevention of Congenital Syphilis. L. W. 

Shaffer and C. J. Courville.—p. 91. 

Treatment of Early Syphilis with Penicillin, Mapharsen® and Bismuth 
(Combined Therapy). L. Chargin, N. Sobel and T. Rosenthal.—p. 104. 

Paraaminobenzoic Acid in Dermatitis Herpetiformis, C. J. D. Zara- 
*fonetis, E. B. Johnwick, L. W. Kirkman and A. C. Curtis.—p. 115. 


Effects of Cortisone on Acute Disseminated Lupus Erythema- 
tosus.—Seven women with the acute phase of lupus erythema- 
tosus were treated with cortisone. One of them also received 
pituitary adrenocorticotropic hormone prior to treatment with 
cortisone. This hormone treatment had a striking effect on the 
presenting symptoms of the disease, improved the well-being 
of the patients and promoted remissions in some cases. The 
patients were protected against stress and crisis, ordinarily 
disastrous in this disease. Wound healing was unimpaired. 
These benefits were temporary, however, and there was no 
significant improvement in the characteristic laboratory phe- 
nomena or the tissue reactions of the disease. There were 
serious side effects from the hormone therapy, particularly 
renal impairment. Disturbances of behavior, even psychotic 
episodes, may occur, but these are reversible. Caution must be 
maintained in the administration of these hormones. They 
should be given only when laboratory facilities are available 
for strict control. Their chief field of usefulness in lupus 
erythematosus will be in the management of cases in which 
irreversible systemic damage has not occurred. 


Penicillin in Congenital Syphilis ——The incidence of congenital 
syphilis was studied in the offspring of 631 syphilitic pregnant 
women who were treated with penicillin either before or during 
pregnancy. Most women received ambulatory treatment with 
repository penicillin in total doses of 3,600,000, 4,800,000 or 
9,600,000 units. Some were given aqueous penicillin G total- 
ing 2,400,000 or 4,800,000 units, and another group received 
3,000,000 units of repository penicillin with or without oxo- 
phenarsine hydrechloride and a bismuth preparation during 
10 days of hospitalization. No appreciable difference in the 
effectiveness of these schedules was noted. The incidence of 
abortions, miscarriages, stillbirths and neonatal deaths closely 
paralleled that reported for nonsyphilitic pregnancies. There 
were five syphilitic infants, one stillbirth and one neonatal 
death. Placental shock may have been the cause of the one 
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stillbirth classified as syphilitic. The neonatal death and the 
occurrence of congenital syphilis in four of the infants were 
due to relapse or reinfection late in pregnancy in women who 
failed to remain under observation. The other infant given a 
diagnosis of syphilis was treated at 1 month on the basis of a 
positive serologic reaction and may not have had syphilis. 
Women who have been adequately treated prior to pregnancy 
and have progressed to seronegativity and seroresistant patients 
with low reagin titers do not need to be retreated during 
pregnancy, provided the serologic reaction remains continu- 
ously negative. However, the increase in disastrous results that 
occurred in the seropositive cases suggests that it is advisable 
to retreat the pregnant woman when there is any question of 
unsatisfactory response to previous therapy. Positive serologic 
reactions on cord blood are not diagnostic of congenital 
syphilis. Nonsyphilitic babies of mothers treated late in preg- 
nancy may show persistent but gradually decreasing titers 
requiring several months to become negative. Osteitis of the 
long bones, as demonstrated by roentgenograms, in such infants 
does not necessarily call for further treatment. Penicillin 
therapy should be given at any time in pregnancy. If it is too 
late to prevent infection, such treatment is effective in “curing” 
the condition of an infected fetus in utero. 


A.M.A. Arch. Otolaryngology, Chicago 
§3:1-128 (Jan.) 1951 
*Streptomycin Therapy in Laryngeal Tuberculosis, C. C. 


“E 


Cody II.—p. 1. 

. N. T. Essentially Negative’: Avoidance of Pitfalls in Otolaryngology. 
F. L. Lederer.—p. 27. 

a Demonstration of Facial Nerve Canal. M. J. Tamari and 

wy.—p. 34. 

*Histology and Histogenesis of Cholesteatoma of Middle Ear and Mastoid. 
J. W. Begley Jr., J. R. McDonald and H. L. Williams.—p. 41. 

Nasoparyngeal Malignant Tumor: Overlooked Condition. H. L. Hickey. 
—p. 53. 

Management of Aspirated Straight Pins in Bronchi Utilizing Stereoscopic 
Fluoroscope. A. H. Miller.—p. 68. 

Therapy of Alaryngeal Voice Following Laryngectomy: Contribution. 
E. Froeschels.—p. 77. 

Functional Examination of Hearing. A. Lewy, S. I. Shapiro and N. 
Leshin.—p. 99, 


Streptomycin in Laryngeal Tuberculosis.—Sixteen patients with 
laryngeal tuberculosis secondary to pulmonary tuberculosis 
were treated with streptomycin. Three received the drug intra- 
muscularly in a dosage of 0.2 Gm. every three hours for a 
total of six to eight weeks. Six received it intramuscularly in 
a dosage of 1.0 Gm. daily in two or four divided doses for 
90 days. The remaining seven were treated by the aerosol 
technic, with a mixture of streptomycin and 5 per cent para- 
aminomethylbenzene (sulfamylon®) hydrochloride containing 
200 units of streptomycin per cubic centimeter. Ten cubic 
centimeters of this mixture were inhaled four times daily for 
approximately 60 days. In all cases the laryngeal lesions healed 
partially or completely and pain was relieved. This in turn 
permitted adequate food intake and had a beneficial effect on 
the patients’ nutritional status. Some improvement was also 
noted in the chest roentgenograms of the patients with exuda- 
tive pulmonary tuberculosis who received streptomycin pa- 
renterally, but the sputum did not become negative in any of 
these patients. Intramuscular streptomycin acted more rapidly 
than inhaled streptomycin but produced more side effects. The 
aerosol technic was regarded as a pleasant but less effective 
method of administering this drug. 


Cholesteatoma of Middle Ear and Mastoid.—After demon- 
strating that the normal mucous membrane of the middle ear 
and mastoid is a simple nonciliated cuboidal epithelium, the 
authors describe the histological structure of an aural cho- 
lesteatoma. This is composed of an outer layer of vascular 
and connective tissue which supports a layer of stratified 
squamous epithelium. This in turn desquamates to form a cen- 
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tral lamellated mass of degenerated squamous cells and numer- 
ous cholesterol crystals. There are several theories concerning 
the origin of these lesions. The primary or neoplasm theory 
assumes that these are tumors arising from congenitally dis- 
placed anlage. The ingrowth or immigration theory, most 
widely held, attributes these lesions to ingrowth of stratified 
squamous epithelium from the external auditory meatus 
through a marginal perforation in the tympanic membrane 
into the middle ear. The metaplasia theory maintains that 
under the influence of chronic suppuration the epithelium of 
the middle ear undergoes a change from simple cuboidal to 
stratified squamous epithelium. This then desquamates to form 
the cholesteatoma. The authors regard the last theory as the 
most plausible because of the similarity of the process to the 
metaplasia and desquamation that occurs in other parts of the 
body (bladder, nose) in response to similar irritation, infection 
and desiccation. 


American J. Obstetrics and Gynecology, St. Louis 


60:1187-1426 (Dec.) 1950. Partial Index 


Blood Volume and Hematologic Studies in Pregnancy and Puerperium. 
F. W. Tysoe and L. Lowenstein.—p. 1187. 

Sickle-Cell Disease and Pregnancy. W. D. Beacham and D. W. 
Beacham.—>p. 1217. 

Prophylactic Chemoantibiotic Therapy and Low Cervical Cesarean 
Section in Potential and Actual Infections. A. J. Kobak, C. Fields 
and D. D. Turow.—p. 1229. 

Epidermoid Heteroplasia (Heterologous Epidermoid Differentiation) of 
Basal Cells of Endometrium Versus Squamous-Cell Metaplasia: with 
Report of Case of Cholesteometra. L. Motyloff.—p. 1240. 

*Sarcoma of Uterus: Review of 33 Cases. W. F. Finn.—p. 1254. 

Eclamptic Manifestations Occurring in Pregnancy Complicated by Brain 
Tumor. J. R. Gregory and G. W. Douglas.—p. 1263. 

Ureteral Obstruction in Carcinoma of Cervix. C. W. Aldridge and J. T. 
Mason.—p. 1272. 

*Prophylactic Penicillin During Labor in Infection-Prone Patients. R. S. 
Siddall.—p. 1281. 

*Treatment of Iron Deficiency Anemia of Pregnancy with Intravenous 
Iron. F. D. Kartchner and E. G. Holmstrom.—p. 1288. 

Cesarean Section After Prolonged Labor: Influence of Prophylactic 
Sulfonamide and Penicillin Therapy on Operative Procedure and End 
Results. L. M. Dantuono.—p. 1298. 

Vaginai Smears in Evaluation of Ovarian Development and Activity. 
R. G. Bonime.—p. 1306. 

Ovarian Brenner Tumor: Its Gross and Microscopic Pathology. J. W. 
Reagan.—p. 1315. 

— of Uterus in Early Pregnancy. L. V. Dill and S. Martin. 
—p. 1324, 

Cytodynamic Properties of Human Endometrium: II. Cultivation and 
Behavior of Stromal Cells of Human Decidua in Vitro. V. M. 
Stuermer and R. J. Stein.—p. 1332. 

Amnion Nodosum: Lesion of Placenta Apparently Associated’ with 
Deficient Secretion of Fetal Urine. B. H. Landing.—p. 1339. 

Plasma Acetylicholinesterase Activity. W. W. Tourtellotte and L. D. 
Odell.—p. 1343, 

Evaluation of Breech Presentation and Vaginal Delivery. L. F. 
Zacharias and R. Heery.—p. 1352. 

Use of Hyaluronidase in Pudendai Block. F. E. Baum.—p. 1356. 

Curare big General Anesthesia for Vaginal Deliveries. W. McMann. 
—p.1 


Sarcoma of Uterus.—Thirty-three sarcomas of the uterus were 
treated at the Woman’s Clinic of New York Hospital during 
a 16 year period, when approximately 1,000 women were 
treated for cancer of the genital tract. Thus, uterine sarcoma 
represented 3.3 per cent of all malignant neoplasms of the 
female genitalia. The ratio of sarcoma to carcinoma was 1:30. 
There were 13 endometrial, 18 myogenic and 2 unclassified 
sarcomas. Thirty-one of the 33 patients were over 40 years 
old. The chief symptoms were postmenopausal bleeding, 
abdominal pain and the appearance of an abdominal mass. 
The uterus was enlarged in all but -one patient. Radium had 
been previously inserted for benign causes in three (8.3 per 
cent). Cytological smears were obtained from nine patients. 
Seven results were correct (five endometrial and two myogenic 
sarcomas) while the two false negative reports occurred in 
leiomyosarcoma. Surgical treatment is best. The immediate 
postoperative mortality was 10 per cent. Use of x-rays was 
not effective in five patients with advanced sarcoma. Regard- 
less of the histological grade of sarcoma and the number of 
mitotic figures, the anatomic extent of the sarcoma is the 
most important factor in prognosis. Only one patient is alive 
in whom the sarcoma had extended outside the uterus, while 
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13 patients in whom the sarcoma was confined to the uterus 
are alive. Nineteen patients have died; six had endometrial, 
11 had myometrial and 2 had unclassified sarcoma. Autopsies 
on seven patients showed that metastases were the leading 
cause of death. Fourteen patients are alive. Seven patients 
have survived from five to 17 years. 


Prophylactic Use of Penicillin During Labor—The 200 patients 
who form the basis of this report were selected from a total 
of about 5,500 obstetrical cases, because they had premature 
rupture of the membranes for at least 20 hours, had been in 
labor for 20 hours or longer, or both. Patients with extra- 
genital infections before delivery and those later delivered 
by cesarean section were excluded. One half of the 200 patients 
were carried through labor as controls without penicillin or 
other antibiotics. The other 100 were given penicillin in 30,000 
unit doses every three hours from approximately the twentieth 
hour until delivery. Significant protection against puerperal 
infection resulted from the use of penicillin during labor; how-" 
ever, this protection was so far from complete in these infec- 
tion-prone patients as to suggest only a very cautious extension 
of the indications for delivery by cesarean section in such diffi- 
cult cases. There was some reason to believe that the use of 
larger prophylactic doses of penicillin would further reduce the 
eccurrence of puerperal infection. It has been suggested that 
the fetus should receive some protection against antenatal 
infection from the penicillin given to the mother before deliv- 
ery. In the present series the results failed to indicate any 
advantage to the child from prophylactic antepartum treatment 
of the mother. 

Intravenous Iron in Anemia of Pregn A ding to 
Kartchner and Holmstrom, there is a significant number of 
pregnant women in whom the hemoglobin level, serum iron 
value and volume of packed red blood cells decrease beyond 
the physiological level and in whom a pathological anemia 
develops. A small number of these anemias are macrocytic or 
have other etiological’ factors, but by far the majority are 
microcytic, hypochromic and due to iron deficiency. It is in 


this latter type that intravenously administered iron may be 


valuable. Twenty-six patients were treated intravenously with 
saccharated oxide of iron. Results indicate that in iron de- 
ficiency anemia of pregnancy, intravenously administered iron 
produces a greater total and a more rapid increase in hemo- 
globin than orally administered iron. The average increase in 
these patients was 1 Gm. of hemoglobin per 100 cc. of whole 
blood in one week, 2 Gm. in two weeks and as high as 4.05 
Gm. in four to six weeks. The volume of packed red blood 
cells and serum iron levels substantiate these findings. Single 
doses varied from less than 100 mg. to as high as 1 Gm. of 
intravenously administered iron. Sixty-five per cent of the 
injections produced no reactions; 27 per cent caused mild 
symptoms, 6 per cent caused moderately severe and 2 per 
cent severe symptoms. Most frequent reactions were lighthead- 
edness, suffusion, weakness, nausea, venospasm, headache, sac- 
ral backache. Thrombophlebitis and shocklike state occurred 
twice, both times with large doses. After a test dose of 
100 mg., up to 300 mg. of intravenously administered sac- 
charated oxide can be given daily without significant increase 
in toxic reactions. Doses of 100 to 200 mg. are recommended. 
The iron solution should be diluted with the patient’s own 
blood and injected slowly, care being taken to avoid sub- 
cutaneous injection of the material. This method of treatment 
of iron deficiency anemia of pregnancy is effective in those 
patients who cannot tolerate iron by mouth, who have exces- 
sive nausea and vomiting of pregnancy, who have failure of 
absorption of iron from the gastrointestinal tract and who 
present themselves late in pregnancy with an existing anemia 
and insufficient time for response to oral therapy. 


American Surgeon, Atlanta, Ga. . 
17:1-96 (Jan.) 1951 

Cancer of Bladder. L. M. Orr.—p. 1 

Exploration of Common Bile Duct. H. Mahorner.—p. 9. 


Some Further Considerations in Treatment of Surface Cancer. N. Owens. 
—p. 19, 
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Angiology, Baltimore 
2451-540 (Dec.) 1950 

Glomus Tumors. F. Maitorel!l.—p. 451. 

*Causes of Failure in Surgical Treatment of Hypertension. G. de Takats. 
—p. 457. 

Arteriolar Disease of Heart. S, A. Jacobson and T. J. Rankin.—p. 474. 

Cruveilhier-Baumgarten Syndrome: Report of Case Treated by Com- 
bined Splenectomy and Spleno-Renal Shunt. R. J. Kennedy and L. M. 
Rousselot.—p. 484. 

Experimental Frostbite: Inquiry into Effect of Sympathetic Block Using 
Tetra-Ethyl Ammonium Chloride in Acute Stage. J. A. Arena Jr., 
F. S. Gerbasi and A. Blain III.—p. 492. 

Arteriosclerosis and Serum Lipids in Diabetes Mellitus. J. Pomeranze 
and H. G. Kunkel.—p. 503. 

Effect of Priscoline @ Benzyl-4, §-Imidazoline Hydrochloride) on Cir- 
culation and Skin Temperature in Normal Man. J. Kaufman, A. 
Iglauer and G. K. Herwitz.—p. 515. 

Experimental and Therapeutic Investigations with Certain New Hydro- 
genated Ergot Alkaloids in Peripheral Vascular Disorders. A. Kappert 
and W. Hadorn.—p. 520. 


Cause of Failure in Surgical Treatment of Hypertension.— 
From a study of 400 patients treated surgically for hyper- 
tension de Takats concludes that the causes of failure fall into 
four groups: psychic, technical, renal and adrenal. (1) Experi- 
ence indicates that patients with severe psychoneurosis or psy- 
chosis will not benefit from surgery until their adjustment 
improves. This can sometimes be accomplished with the aid 
of pre- and post-operative psychotherapy. (2) The chief techni- 
cal factor determining success or failure seems to be the extent 
of sympathetic denervation. This has to be individualized, but 


the minimum procedure should be the removal of the major 


splanchnic nerve from the celiac ganglion to a midthoracic 
level and the ganglionated chain from the ninth dorsal to below 
the second lumbar level, so that the minor and minimal 
splanchnic nerves are cut and the kidney and adrenals are 
completely denervated. The maximum operation should be a 
transpleural or extrapleural dorsolumbar sympathectomy re- 
moving the sympathetic trunk from the third dorsal to the 
second lumbar level bilaterally. (3) Irreversible renal ischemia, 
as evidenced by a diminished water tolerance test, is another 
factor that may vitiate the results of sympathectomy. Hyper- 
tensive renal damage is much less reversible than cardiac or 
retinal damage. (4) Corticoadrenal hyperfunction may also 
cause delayed response or lack of response to splanchnicectomy. 
This function can be studied preoperatively by the insulin 
tolerance test, but in addition exploration of the adrenal at the 
time of operation should be performed. Restriction of the indi- 
cations for sympathectomy according to these four criteria 
should decrease the mortality, morbidity and percentage of 
recurrences from the operation. 


Annals of Allergy, Minneapolis 
8:713-820 (Nov.-Dec.) 1950. 


Infection in the Allergic Child. B. F. Feingold.—p. 

Intramucosal Test and Comparison of Its Intradermal 
and Conjunctival Reactions, H. Sherman and L. A. Feldman. 
—p. 734. 

Further Experience with Histamine in Foreign Protein Type Reactions. 
H. E. Prince and R. L. Etter.—p. 740. 

Air-Contaminant Survey of Santa Barbara, California (1947-1948). 
H. I. Burtness and S. E. Allen.—p. 747. 

Severe Serum-Sickness Type of Penicillin Reaction: Failure of Anti- 
histaminic Therapy. B. M. Zussman.—p. 751. 

Mold Fungi in Etiology of Respiratory Allergic Diseases: XIV. Fungi 
in Aerobiological Populations. The Fungus Flora of Tillandsia Species 
(Ball and Spanish Moss). M. B. Morrow and E, C. Wheeler.—p. 761. 

Clinical Observations in Use of Combined Calcium-Antihistamine 
Therapy in Treatment of Urticaria: Preliminary Report. W. Parker. 
—p. 765. 

Use of Dibenamine in Severe Asthmatic State and Related Chronic 
Pulmonary Conditions. S. D. Klotz and C. Bernstein.—p. 767. 

Pregnancy and Treatment of Hay Fever, Allergic Rhinitis, and Pollen 
Asthma. S. W. Chester.—p. 772. 

Kaposi’s Varicelliform Eruption Treated with Aureomycin. C. Hyman. 


—p. 774. 
*Acute Allergic Conditions of Abdomen: Clinical Report. F. B. Schutz- 
bank.—p. 777. 

Food Allergy: Base Diet. M. Millman.—p. 781. 

Acute Allergic Conditions of Abdomen.—The histories of five 
patients with food allergies are reviewed to demonstrate that 
acute allergic reactions of the digestive tract may simulate a 
perforated ulcer, gallbladder or renal colic, acute pancreatitis, 
intestinal obstruction and ileus paralyticus and coronary or 
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mesenteric thrombosis. In any acute abdominal condition, in 
which the diagnosis is not clear, the physician should be allergy 
conscious and should question the patient or family about a 
past history of allergy, as there will usually be other allergic 
manifestations, present or past, to give a clue. In determination 
of the offending foods, elimination diets are more satisfactory 
in most cases than skin tests. In some cases the administration 
of epinephrine and antihistaminic drugs will serve as a thera- 
peutic as well as a diagnostic measure. It must be remembered, 
however, that even patients with severe food allergy can have 
an acute abdominal condition from the commoner nonallergic 
causes. 


Bulletin of Johns Hopkins Hospital, Baltimore 
88:1-118 (Jan.) 1951 


Physiological Studies in Congenital Heart Disease. X. Physiological 
Findings in 34 Patients with Isolated Pulmonary Valvular Stenosis. 
F. Maraist, R. Daley, A. Draper Jr. and others.—p. 1. 

Id.: XI. Comparison of Right and Left Auricular, Capillary and 
Pulmonary Artery Pressures in Nine Patients with Auricular Septal 
Defect. P. Calazel, R. Gerard, R. Daley and others.—p. 20. 

Experimental Alteration of Nuclear and Cytoplastic Components of 
Liver Cell with Thioacetamide: I. Early Onset and Reversibility of 
Volume Changes of Nucleolus, Nucleus and Cytoplasm. L. J. 
Rather.—p. 38. 

One Stage Resection of Entire Colon and Rectum for Ulcerative Colitis 
and Polypoid Adenomatosis. M. M. Ravitch and J. C. Handelsman. 


—p. 59. 
Mode of Action of Heat Labile Serum Inactivating Substance on New- 
castle Disease Virus. F. B. Bang, M. Foard and D. T. Karzon.—p. 83. 
Marked Lipemia Resulting from Administration of Cortisone. A. R. 
Rich, T. H. Cochran and D. C. McGoon.—p. 101. 


Bulletin of New York Academy of Medicine, New York 
:761-820 (Dec.) 1950. Partial Index 
ee Associated with Disease of Blood. M. L. Sussman. 


Vascular Complications of Diabetes Mellitus. H. — 779. 
The Diabetic as a Surgical Risk. T. C. Pratt.—p 


27:1-60 (Jan.) 1951 
Diseases and Disorders of Muscle Function. D. McEachern.—p, 3. 
Metabolism of Calcium and Phosphorus in Bone. J. E. ee 24. 
Tuberculosis of Bones and Joints. D. M. Bosworth.—p. 42. 


Cancer Research, Chicago 
10:739-822 (Dec.) 1950 
*Assay of Frozen Mouse Mammary Carcinoma for Mammary Tumor 
Milk Agent. J. J. Bittner and D. T. Imagawa.—p. 739. 


Nuclei from Normal and Leukemic Mouse Spleen: I. Isolation of 
Nuclei in Neutral Medium. R. M. Schneider and M. L. Petermann. 
51 


. 751. 
Induced Tumors of Parotid Gland. W. H. Bauer and J. J. Byrne. 
—p. 755. 


Effect of Certain Folic Acid Antagonists on Transplanted Myeloid and 
Lymphoid Leukemias of F Strain of Mice. A. Kirschbaum, N. C. 
Geisse, T. Judd and L. M. Meyer.—p. 762. 

Effect of Protein Depletion on Host Response to Transplantable Rat 
Tumor Walker 256. J. W. Green Jr., E. P. Benditt and E. M. 
Humphreys.—p. 769. 

Production of Neoplasms by Injection of Fractions of Mammaliam 
Neoplasms. J. Stasney, A. Cantarow and K. E. Paschkis.—p. 775. 
Role of Cellular Fractions in Transplantation of Walker Rat Car- 

cinoma 256. W. W. Tourtellotte and J. B. Storer.—p. 783. 

Influence of Riboflavin, Pyridoxine, Inositol, and Protein Depletion- 
Repletion upon Induction of ‘<x by Choline Deficiency. 
A. E. Schaeffer, D. H. Copeland, W. D. Salmon and O. M. Hale. 


p. 7 

autaee of Citrulline and p-Aminohippuric Acid by Rat Hepatoma. 
T. C. Tung and P. P. Cohen.—p. 793. 

Mammary Excretion of 20-Methylcholanthrene. H. Shay, B. Friedmann, 
M. Gruenstein and S. Weinhouse.—p. 797. 


Milk Agent in Frozen Mouse Cancer.—Bittner and Imagawa 
believe that their experiments on transmission of mouse mam- 
mary cancer refute the theory of virus origin of such cancers. 
To test for the hypothetical mammary-tumor milk-agent virus 
(reportedly transformed from latent to active form by freezing 
and liberated from tumor cells killed by the cold) the authors 
minced and froze transplanted mammary tumors to —79 C. 
Injection of the thawed mince into different strains produced 
the same results as injection of unfrozen tumor grafts; namely, 
tumors developed in strains susceptible to fresh tissue trans- 
plants but not in other strains, although these were susceptible 
to spontaneous development of mammary tumors. In other 
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words, there was no evidence of activation or liberation of a 
virus by freezing. Furthermore, cell-free extracts of the frozen 
mince, although they contained the tumor milk agent, failed 
to induce tumors in any animals, regardless of their genetic 
constitution. This indicated that it was the cells and not a virus 
liberated from them that produced the tumors. Preliminary 
data indicated that the milk agent was no more active in 
cell-free extracts of frozen tissue than in similar extracts of 
the fresh tumors. The contradictory work of others apparently 
ignored the fact that mouse tissue survives freezing to low 
temperatures and that some cells may remain alive if im- 
properly dehydrated, thus permitting cellular propagation of 
the tumor. 


Connecticut State Medical Journal, Hartford 


15:1-96 (Jan.) 1951 


Malignant Melanoma: Clinico-Pathological Study. Sixty-Eight Cases 
(Nonocular Type) with Special Reference to Possible Prognostic 
Factors. L. Adelson.—p. 6. 

Present Status of Treatment of Hyperthyroidism. W. Finkelstein.—p. 14. 

Cardiovascular System in Chronic Anemia. N. B. Jaffe.—p. 20. 

Giant Scrotal Hernia: Presentation of Case and Discussion of Its 
Management. A. Hurwitz, S. Simkin and T. H. Frazier.—p. 24. 

Dysgerminoma in a Mentally Ill Patient with Infantile Reproductive 
Organs and Infantile Secondary Sex Characters. H. Pierson.—p. 27. 

Treatment of Diabetic Plantar Blisters with Ulceration: Case Report. 
M. M. Moore.—p. 29 


Endocrinology, Springfield, Ill. 
47:393-472 (Dec.) 1950 
Administration in Guinea Pig: Study of Regenerative Phase 
in Islands of Langerhans. D. D. Johnson.—p. 393. 

Further Observations on Inhibition of Production of Luteinizing 
Hormone by Lithosperm. M. L. Drasher.—p. 399. 

Effects of 17-Hydroxy-11-Dehydrocorticosterone upon Adrenals of 
Normal and of Hypophysectomized Rats Maintained with Adreno- 
corticotropin. R. A. Lewis, E. Rosemberg and L. Wilkins.—p. 414. 

Oxidation of 11-Desoxycorticosteroids with Adrenal Tissue Homogenates. 
K. Savard, A. A. Green and L. A. Lewis.—p. 418. 

Effect of Hypophysectomy on Total Circulating Red Cell Volume of 
Rat. N. I. Berlin, D. C. Van Dyke, W. E. Siri and C. P. Williams. 
—p. 429. 

Effect of Insulin Injections Repeated at Brief Intervals. M. Somogyi. 
—p. 436. 

Turnover of Body Fat in Obesity Resulting from Hypothalamic Injury 
Studied with Aid of Deuterium. H. Mankin, J. A. F. Stevenson, 
J. R. Brobeck and others.—p. 443. 

Testosterone Preparations with ne Activity. W. J. Eversole, 
J. H. Leathem and H. Schraer.—p. 448 


Journal Lab. and Clinical Medicine, St. Louis 


36:849-1040 (Dec.) 1950 
Intestinal Perfusion for Uremia. L. Bernstein, P. B. O'Neill, 
. Bernstein and W. S. Hoffman.—p. 849. 

Evaluation of Two New Antithyroid Drugs. W. H. Beierwaltes. 
—p. 861. 

Effect of Amino Acids on Neuromuscular Function. C. Torda and 
H. G. Wolff.—p. 866. 

Protective Effect of Cysteine on Leucopenia Induced by Nitrogen 
Mustard. A. Weisberger and R. W. Heinle.—p. 872. 

Urinary Excretion of 17-Ketosteroids and Corticosteroids in Leucemia: 
Effect of Aminopterin Acid) on Excretion 
of Corticosteroids in Acute Leucemia. D. G. Hanlon, H. L. Mason 
and J. M. Stickney.—p. 877. 

Measurement of Effective Blood Flow to Tissue as Recorded 7 

Electrical Resistance. R. Birchall, R. T. Nieset, W. 
Trautman Jr. and others.—p. 887. 

Effect of Combinations of Antibiotics on Enterococci in Vitro. J. B. 
Gunnison, E. Jawetz and V. R. Coleman.—p. 900. 

Studies of Liver in Diabetes Mellitus: I. Structural and Functional 

Abnormali . J. Zimmerman, F. G. MacMurray, H. Rappaport 


Thymus Aminopolypeptidase to 
Act as Intrinsic Factor. R. F. Schilling, J. S. Fruton, B. H. J. 
Hofstee and others.—p. 942. 


Pergastric Intestinal Perfusion for Uremia.—Perfusion of the 
whole intestine gr carried out in nine uremic subjects in a 
preterminal stage by passage of fluid through a two-lumen 
of the intectinal poriuscte ot the 
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anal canal by means of a rectal tube. Suction was applied to 
the second lumen with an opening at the cardia to prevent 
overdistention of the stomach. The material collected in this 
way constituted the gastric perfusate. The perfusing fluid con- 
tained sodium, potassium, chloride, bicarbonate, magnesium 
and dextrose. The duration of the perfusion varied from eight 
to 28 hours. Urea and nonprotein nitrogen were well excreted 
in the intestinal perfusate but only slightly in the gastric 
perfusate. Serum nonprotein nitrogen levels dropped an average 
of 59 mg. per 100 cc. The calculated urea clearance of the 
perfusion was as high as 21 cc. per minute. The excretion of 
creatinine was much less significant, and that of phosphate 
and phenols was not appreciable. Two of the nine subjects 
were improved clinically, and their deaths from uremia were 
delayed. Losses of up to 12.7 Gm. of potassium occurred even 
when the concentration of potassium in the perfusing fluid 
was twice as high as that of the serum. The serum potassium 
concentration dropped significantly in all but one instance, but 
most of the potassium loss came from the cells. The rapid drop 
in serum potassium concentration may have been a factor 
in the death of one patient. Retention of water, sodium, 
chloride and bicarbonate occurred in all subjects, with in- 
creases in the concentration of these ions in the serum. In the 
dehydrated patient this retention was beneficial, but in others 
the increase in extracellular fluid and rise of serum sodium 
levels above normal were potentially harmful. For this reason 
much lower concentrations of sodium and chloride in the per- 
fusion fluid would have been more desirable. The optimal rate 
of perfusion was about 2.5 liters per hour. At this rate the urea 
excretion was greatest and the absorption of sodium and 
chloride as well as the loss of potassium was relatively low. 
Perfusion periods should be limited to six to eight hours and 
should be accompanied with frequent analyses of the serum 
and careful clinical attention. 


Journal of Nutrition, Philadelphia 
42:487-634 (Dec.) 1950. Partial Index 

Artificial Enrichment of White Rice as Solution to Endemic Beriberi: 
Report of Field Trials in Bataan, Philippines. J. Salcedo Jr., M. D. 
Bamba, E. O. Carrasco and others.—p. 501. 

Vitamin "A Utilization Studies: IV. Relative Utilization of Vitamin A 
Alcohol, Vitamin A Acetate and Vitamin A Natural Esters as 
Effected by Variations in Dosage Level, Quantity and Character of 

Diluent, and Quantity of Dietary Fat. E. F. Week and F. J. 
Sevigne.—p. 525. 

Hemoglobin Concentrations, Erythrocyte Counts, and Hematocrits of 
Selected Louisiana Elementary School Children. M. McBee, D. S. 
Moschette and C, Tucker.—p. 539. 


Journal of Pediatrics, St. Louis 


37:819-956 (Dec.) 1950 

*Pulmonary Infiltration and Blood Eosinophilia in Children (Loeffler’s 
Syndrome): Review with Report of Eight Cases. R. L. Nemir, A. 
Heyman, J. D. Gorvoy and E. N. Ervin.—p. 819. 

*Treatment of Scarlet Fever with Penicillin G Administered Orally Three 
Times a Day. L. Weinstein and T. S. Perrin.—p. 844. 

Sodium Sulfacetimide for Prophylaxis of Gonorrheal Ophthalmia 
Neonatorum: Preliminary Report 


ecurrent Rheumatic Fever. M. M. 
Maliner.—p. 858. 


Use of Sedative-Induced Sleep as Aid to Electroencephalographic 


Growth and Development of Negro Infants: III. Growth During First 
Year of Life as Observed in Private Pediatric Practice. R. B. Scott, 
W. W. Cardozo, A. deG. Smith and M. R. DeLilly.—p. 885. 

Incidence of Normal Spinal Fluid in Acute Poliomyelitis. E. E. 


Loeffler’s Syndrome.—The occurrence of Loeffler’s syndrome 
in seven Puerto Rican children and one Negro adolescent is 
described. All had pulmonary infiltrations and eosinophilia, 
and some had cough, expectoration and fever. In five patients 
the course was short, with clearing of the x-ray shadows in 7 
to 18 days. In the remaining three there was fine mottling 
throughout the lungs persisting seven weeks to seven months 
and associated with evidence of liver damage. These three 


Diagnosis in Children. P. Kellaway.—p. 862. 
Some Problems Common to Pediatrician and Orthodontist. F. N. Weber. 
and L. K. Alpert.—p. 912. Nicholls.—p. 894, 
Id.: Il. Significance of Fatty Metamorphosis and Its Correlation with Bleeding of Duodenal Ulcer in Infancy. Surgical Problem: Report of 
Insulin Sensitivity. H. J. Zimmerman, F. G. MacMurray, H. Rappa- Two Cases Treated Successfully by Surgery. G. W. Plummer and 
Sulfhydryl Content of Blood Cells in Dyscrasia. A. N. Contopoulos and 
H. H. Anderson.—p. 929. 
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patients were mistakenly thought to have miliary tuberculosis, 
but differentiation was finally made on the basis of the well- 
being of the patient, the absence of splenomegaly or other evi- 
dence of miliary tuberculous spread, the marked and persistent 
eosinophilia and the negative cultures for Myco. tuberculosis. 
In all but one of the eight cases the pulmonary infiltrations 
cleared before the eosinophilia disappeared. Seven of the 
patients were found. to have intestinal parasites, and one had 
infected sinuses. It was felt that the eosinophilia and pulmonary 
infiltrates were manifestations of allergy to the parasites or 
bacteria involved. There was improvement following therapy 
for intestinal parasites, and relapse was seen in two patients, 
coinciding with the reappearance of ova in the stools. 


Treatment of Scarlet Fever with Oral Penicillin—The effec- 
tiveness of orally administered penicillin in the treatment of 
scarlet fever was studied in 365 patients with this disease. A 
control group was given 100,000 units of crystalline penicillin 
G intramuscularly every eight hours for 10 days. The re- 
mainder of the patients received at eight hour intervals for the 
same length of time varying doses of crystalline penicillin G 
in a tablet containing calcium carbonate. The drug was never 
administered less than a half-hour before or two and one-half 
hours after a meal. Single doses ranged from 50,000 to 800,000 
units of penicillin. Intramuscular administration appeared to 
have no advantage over oral administration in the proper dose. 
Oral administration produced rapid clinical improvement and 
eradication of Streptococcus pyogenes from the respiratory 
tracts of these patients. The optimal oral dose appeared to be 
150,000 units, given every eight hours for 10 days. Oral therapy 
reduced the incidence of suppurative complications and glo- 
merulonephritis to almost zero but did not entirely eliminate 
the occurrence of rheumatic fever. A therapeutic blood level 
of penicillin for only six to eight hours per day appeared to be 
effective in accomplishing the above results. 


Journal of Thoracic Surgery, St. Louis 
20:835-1004 (Dec.) 1950 
Report of Series of Single-Stage Thoracoplasties. R. C. Laird and C. E. 
Lindenfield.—p. 835. 
Further Experiences with Segmental Resection in Tuberculosis. J, M. 
Chamberlain and R. Klopstock.—p. 843. 
J. C. Day, W. M. 


Lobectomy and Pneumonectomy in Treatment. of Pulmonary Tuber- 
Himmelstein, F. B. Berry and C. T. 


Resection in Tuberculosis: Its Hazards, Indications, and 
Results. J. C. Jones and J. L. Robinson.—p . 882. 

*Pulmonary Resection for Tuberculosis with eoktinis C. W. Munz 
and A. Adelman.—p. 892. 

Primary Neurofibrosarcoma of Diaphragm: Report of Two Cases. 
P. C. Samson and M. E. Childress.—p. 901. 

Complications of Stellate and Thoracic Sympathetic Nerve Blocks. 
L. R. Orkin, E. M. Papper and E. A. Rovenstine.—p. 911. 

Ciliated Epithelial Cyst of Esophagus: Report of Case. E. Y. Gledhill 
and A. G. Morrow.—p. 923. 

Surgical Correction of Double Aortic Arch. W. F. Bugden.—p. 928. 

Blood Fiow Through Atelectatic Lung. V. O. Bjérk and E. F. Salén. 
—p. 933. 

Wound Healing Following Limited Resection of Parietal Pleura. C. W. 
Findlay Jr. and E. L. Howes.—p. 943. 

*Alveolar-Cell Tumors of Lung. E. R. Griffith, J. R. McDonald and 
O. T. Clagett.—p. 949. 

Obstructing Intrabronchial Hodgkin’s Disease: Case Report. J. F. 
Higginson and J. T. Grismer.—p. 961. 

Technique for Surgical Treatment of Congenital Eventration of 
Diaphragm in Infancy: Report of Case. W. L. Butsch and L, J. 
Leahy.—p. 968. 

Respiratory and a Studies in Patients After Bilateral 
Lobectomy. F. H. Taylor, A. Roos and T. H. Burford.—p. 974, 


Resection in Pulmonary Tuberculosis.—Day and his associates 
report on 202 pulmonary resections, 98 of which were lobec- 
tomies and 104 pneumonectomies. Only nine segmental re- 
sections were done, and these were done only when it was 
discovered that there was disease in segments contiguous to 
resected lobes. The indications for resection were failure of 
thoracoplasty in 71 cases, bronchostenosis in 33, tuberculoma 
in 26, lower lobe disease in 22, tuberculous bronchiectasis in 
14, disease not suitable for thoracoplasty in nine cases, atelec- 
tasis and various other indications in the remaining cases. 
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The Overholt face-down position was used routinely except in 
a few cases of tuberculoma or other lesions from which mini- 
mal drainage of secretions was anticipated. The pleural cavity 
was entered through the periosteal bed of the appropriate rib. 
The lobe or lung was mobilized by separation from the parietes 
with sharp dissection, care being taken to avoid subpleural 
cavities or caseous foci of disease. The structures at the hilum 
were dissected individually, the vascular elements were ligated 
with silk; the bronchus was amputated, and the stump closed 
with end sutures of fine silk. The stump was covered with 
parietal pleura or other contiguous tissue whenever possible. 
In all lobectomies one or more thoracotomy tubes were placed 
in the pleural cavity and attached to water seal drainage bottles 
until expansion was effected; pneumonectomies were performed 
without drainage. Bronchopleural fistula plus empyema was 
by far the most important and disastrous complication; it 
occurred in 27 of the patients and was a major cause of 
death. Pleural hematoma, transbronchial spread of disease 
sometimes associated with bronchopleural fistula, ulceration 
of the bronchial stump, tuberculous infection of the chest 
wall, wound dehiscence and spontaneous pneumothorax were 
other complications. Of 202 patients who had resection for 
pulmonary tuberculosis, 120 are now at home, 57 are still in 
the hospital and 25 are dead. There were 14 operative deaths, 
a fatality rate of 6.9 per cent, and 11 late deaths, or 5.5 per 
cent. Of 104 patients who had pneumonectomy, 19 are dead, 
whereas in the lobectomy group only six are dead. Of 177 
living patients, 68 per cent are home and clinically well. 


Resection with Streptomycin.—Munz and Adelman 
review 53 consecutive cases of pulmonary resection, 46 pneu- 
monectomies and seven lobectomies. Each patient in this series 
received streptomycin before, during and after surgery. A modi- 
fied thoracoplasty, as suggested by Overholt and associates, was 
carried out after pneumonectomy and upper lobectomy. A per- 
manent phrenic interruption was done after lower lobectomies. 
Resection is a radical, irrevocable and Occasionally hazardous 
procedure. Functioning pulmonary tissue as well as diseased 
tissue is usually removed by resection, and where pulmonary 
function is borderline, resection may result in a respiratory 
cripple or death. Resection was not used when it was felt 
that lesser measures of therapy would control the disease. On 
the other hand, when it was felt that a collapse measure such 
as thoracoplasty was of questionable value, resection was the 
primary choice. Chronic bronchial stenosis was considered an 
absolute indication for resection, other factors permitting. It 
was thought that resection offered the best chance for patients 
with unilateral acute pneumonic tuberculosis. Resection caused 
four deaths, a surgical mortality of 7.5 per cent. Of the 49 
patients who survived the operation, none developed compli- 
cations such as bronchopleural fistula or empyema, and only 
one developed a spread on the contralateral side. Although 
the mortality was higher in the patients with acute pneumonic 
disease (three of 16), it is felt that, in these cases especially, 
resection offers almost the only chance of recovery. The results 
of pulmonary resectjon combined with streptomycin therapy 
have been impressive. This procedure is now an important 
part of the armamentarium in the treatment of patients with 
pulmonary tuberculosis. 


Alveolar Cell Tumors of Lung.—Alveolar cell tumors of the 
lung represent one of the rare pulmonary neoplasms. In recent 
years 51 cases have been reported under two names: “alveolar 
cell carcinoma” and “ pulmonary adenomatosis.” The etiology 
of these neoplasms is still under debate, but the authors feel 
that the term alveolar cell tumor is the most acceptable. The 
authors studied seven cases in which alveolar cell tumors of 
the lung were surgically excised at the Mayo Clinic since 1943. 
Multicentricity of the lesions was evident in all cases, even 
though in four cases the lesions were diffuse. Around these 
diffuse lesions were many small nodules, indicating multiple 
focal points of growth. The possibility of tumor spread by 
direct extension was ruled out because of lack of microscopic 
evidence. On cut section the tumors had a whitish to pink 
appearance and the consistency of liver. None of the tumors 
had invaded the bronchi or pleura. All the lesions were char- 
acterized by pinkish cytoplasm in the alveolar cells; these 
varied from tall columnar to large cuboidal cells. All the 
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tumors showed papillary infoldings of the alveolar lining cells 
as well as cells in multiple clumps in the alveolar lumina. With 
the mucicarmine stain, mucus was demonstrated in all but one 
case. The authors conclude that the histogenesis of alveolar cell 
tumors points toward an epithelial origin. The gross appearance 
of the lesions suggests that the nodular form is primary and 
that the nodules later coalesce to form a diffuse tumor. The 
symptomatology aids little in the diagnosis, the chief symptoms 
being dyspnea and cough. Cytological examination of sputum 
and bronchial washings offers the only positive preoperative 
diagnostic aid. Roentgenograms of alveolar cell tumors may 
simulate both inflammatory and neoplastic disease of the lung. 
Surgical resection is the only effective treatment at present. 
If the alveolar cell tumor is not removed, the patient will die 
of asphyxia, metastasis or obstructive pneumonitis. Although 
these tumors are often multicentric, operation should be done, 
even if only for palliation. 


Michigan State Medical Society Journal, Lansing 
49:1353-1526 (Dec.) 1950 

Cardiac Research. F. J. Smith.—p. 1401. 

*Diagnosis of Rheumatic Heart Disease: Criteria and Procedures. H. 
McCulloch.—p. 1406. 

Diagnosis of Acute Rheumatic State. S$. Rosenzweig.—p. 1411. 

Arterial Hypertension. I. H. Page.—p. 1420. 

Anticoagulant Therapy in Heart Disease: with Particular Reference to 
Its Use in Congestive Failure. I. F. Duff and J. W. Linman. 
—p. 1428. 

Treatment of Congestive Failure Refractory to Standard Regimen. 
G. B. Myers, H. K. Hellems, L. T. Iseri and others.—p. 1434. 

Systolic Murmurs. P. S. Barker.—p. 1440. 

Cardiac Housewife Program of Michigan Heart Association. J. G. 
Bielawski.—p. 1441. 

Medicine and the Public. L. F. Foster.—p. 1442. 


Heart Disease.—According to McCulloch every 
attack of rheumatic fever produces some pathological change 
or alteration in cardiac structure. The diagnosis is easy only 
when the manifestations are pronounced, but carditis should 
be suspected, even if not proven, in each case. The cardiac 
lesion which may be acute and reversible or chronic and 
irreversible, can be recognized by enlargement of the heart, 
alteration of the quality of the cardiac sounds and disturbances 
of mechanical coordinated function. Associated with these 
changes, there may be thrills and murmurs due to changes 
in the caliber of the circulatory channel through the heart. 
Pericarditis can be recognized by friction rubs and fluid exu- 
date. Carditis must be differentiated from congenital anomalies 
of the cardiovascular system. Improved techniques of angio- 
cardiography have contributed to an understanding of the phy- 
sical signs. Roentg grams, electrocardiograms and 

di made under standard conditions re- 
veal information that is invaluable and that cannot be obtained 
otherwise. First attacks of rheumatic fever occur most fre- 
quently between the ages of 5 and 9 years. Recurrent attacks 
are associated with a rise in incidence of heart disease. Chronic 
heart disease appears most frequently in the 10 to 14 year age 
group. The problem of diagnosis of rheumatic fever and the 


management of patients should rest in the hands of the family’ 


physician, the general practitioner or pediatrician. The special- 
ist may be needed in a few doubtful cases for diagnosis. Since 
rheumatic fever has its highest incidence in families with low 
income, a community must provide hospital service for the 
severely ill patient and specialized clinic service for follow-up 
examination, evaluation and consultation. Control of rheu- 
matic fever requires cooperation between physician, clinic, 
hospital and community. 


Missouri State Medical Assn. Journal, St. Louis 


48:1-80 (Jan.) 1951 


Evaluation of Kidney Cancer. C. E. Burford, J. E. Glenn and E. H. 
Burford.—p. 17. 

Needle Biopsy of Liver in Diagnosis of Hepatic Disease. M. Statland 
and A. B. Karon.—p. 19. 

Mouth Hand Synkinesis. G. H. Becker.—p. 23. 

Digitalis: Review. R. A. Howell.—p. 25. 

Chemical Relationship of Certain Steroids and Their Importance in 

Human Economy: with Special Reference to Cardiology. J. Jensen. 

—p. 33 


J.A.M.A., March 31, 1951 


New England Journal of Medicine, Boston 


243:979-1018 (Dec. 21) 1950 


*Farm Injuries. J. H. Powers.—p. 979. 

*Urethane Toxicity: Report of Case of Hepatic Necrosis Apparently 
Due to Urethane. R. L. Ohler, J. D. Houghton and W. C, Moloney. 
—p. 984, 

Aneurysms of Splenic Artery, T. H. Palmer.—p. 989. 

Early Treatment of Common Colds with Antihistamine—Histadyl. R. H. 
Browning.—p. 994. 

Serologic Tests in Diagnosis of Infectious Diseases. J. C. Ayres and 
R. F. Feemster.—p. 996. 


243:1019-1066 (Dec. 28) 1950 


Epidemic Poliomyelitis. H. M. Weaver.—p. 1019. 

Abscess Formation in Myocardial Infarction. C. G. Tedeschi, T. D. 
Stevenson Jr. and H. M. Levenson.—p, 1024. 

Effects of Cortisone on Course of Acute Glomerulonephritis: Report of 
Case. C. H. Burnett, M. A. Greer, B. A. Burrows and others. 


—p. 1028. 
Meckel’s Diverticulum as Abdominal Emergency. B. V. Whitney. 
1033. 


Serologic Tests in Diagnosis of Infectious Diseases. J. C. Ayres and 
R. F. Feemster.—p. 1034. 


Farm Injuries.—Although the percentages of accidental deaths 
are three times as high in mining and twice as high in con- 
struction work as in agriculture, in the actual number of 
fatal accidents farming leads all major industries. Furthermore, 
fatal accidents form only a small proportion of all farm acci- 
dents. A review of 658 patients injured in farming accidents 
who were treated in the course of 20 years at a hospital in a 
rural section of New York State revealed that the incidence 
of accidents was highest during July and August. Haying, repair 
and construction of buildings, and children at play were largely 
responsible for this seasonal peak. Routine chores were re- 
sponsible for most accidents throughout the year. Farm 
animals, tools and machinery contributed to injuries in that 
order. Falls were numerous. Half the accidents occurred 
either in the barn or in the barnyard. Nearly 50 per cent of 
the patients reached the hospital in two hours. Fractures ac- 
counted for approximately a third of 1,527 recorded injuries. 
Extensive lacerations, divisions of nerves, tendons and blood 
vessels and partial or complete amputations of extremities 
were common. The average period of hospitalization was about 
19 days during the first 10 years of the survey and about 14 
days during the second. The mortality fell from 5.1 per cent 
in the first decade to 0.8 per cent during the second. 


Urethane Toxicity.—According to Ohler and his associates, 
it is now generally accepted that urethane (ethyl carbamate) 
has proved of some use in chronic myelogenous leukemia and 
less constantly in chronic lymphatic leukemia. Results in 
acute and subacute leukemia and polycythemia vera have been 
disappointing. With notable exceptions, other malignant dis- 
eases have responded poorly or not at all. Hodgkin’s disease, 
lymphosarcoma, mixed salivary gland tumor, lymphoepitheli- 
oma and various carcinomas have occasionally regressed 
with this treatment, as have mycosis fungoides and endocrine- 
independent prostatic carcinoma. In multiple myeloma, symp- 
tomatic improvement has been reported in about 30 per cent 
of cases. The authors discuss the dosage and the toxicity of 
urethane. Gastrointestinal symptoms, which occurred in 50 
per cent of cases, sometimes were alleviated by the use of 
parenteral or enteric-coated medication. Hematological effects 
were serious. Leukopenia, which occurred in 16 per cent of 
treated patients, appeared somewhat more frequently in non- 
leukemic patients. Agranulocytosis, aplastic anemia, hepatic 
necrosis and pneumonia were the causes of the eight deaths 
attributed to urethane in the literature. Nonfatal cases of 
aplastic anemia have also been reported. The history of a 
patient in whom hepatic necrosis developed during urethane 
therapy is described in detail. The patient was being treated 
with large doses of urethane for multiple myeloma. Duration 
of therapy was 21 months, with a daily dose of 6 Gm. for four 
months preceding death—a total of 2,259 Gm. This is the 
second reported case of fatal liver derangement in a patient 
receiving urethane. 
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New York State Journal of Medicine, New York 
50:2879-3004 (Dec. 15) 1950 
SYMPOSIUM: SURGERY IN CHILDREN 

Pre- and Postoperative Management of Children, C. G. Neumann 
and J. L. Chassin.—p. 2933. 

Practical Considerations in Surgical Management of Children with 
Regard to Autonomic Nervous System. L. C. Reid.—p. 2937. 

Gastrointestinal Bleeding in Infants and Children. J. W. Hinton and 
S. A. Localio.—p. 2939. 

Early Diagnosis of Acute Abdominal Lesions in Childhood. L. R. 
Slattery.—p. 2941. 

General Factors Governing Management of Small Bowel Obstruc- 
tions in Children. R. T. Crowley.—p. 2943. 

Surgery for Jaundice in Infants and Children. R. F. Carter and 
G. M. Saypol.—p. 2945. 

Discussion of Optimal Age for Selection of Patients for Surgical 
Intervention in Congenital Heart Disease. J. W. Lord Jr. 


—p. 2948. 
Congenital Malformations of Anus and Rectum. D. A. Davis. 
—p. 2950. 
Program for Management of Harelip and Cleft Palate. C. G. 
Neumann.—p. 2952 
Study of Coricidin in Treatment of Common Cold. M. O. Kovaleff. 
—p. 2955. 
Nonepidemic Diarrhea Associated with Paracolon Bacillus and Treated 
with Streptomycin. W. M. Kelly.—p. 2956. 
Logical Reduction of Displaced Colles’ Fracture. J. V. Robbins. 
—p. 2959 


Pediatrics, Springfield, Il. 
6:827-932 (Dec.) 1950 


Studies on Administration, Absorption, Distribution and Excretion of 
Aureomycin in Children with Observations Concerning Tolerance, 
Dosage Schedules and Certain Therapeutic Indications. C. M. Whitlock 
Jr.. A. D. Hunt Jr. and S. G. Tashman.—p. 827. 

—— of Mixed Tumors of Kidney in Childhood. R. E. Gross and 

B. D. Neuhauser.—p. 843. 
+s of Adolescent Children Inoculated with BCG in Early Infancy. 
. I. Levine.—p. 853. 

nth of Tricuspid Atresia or Stenosis in Infants Based upon Study 
of 10 Cases. B. M. Gasul, E. H. Fell, W. Mavrelis and R. Casas. 
—p. 862. 

Studies on Prematurity: II. Influence of Fetal Maturity on Fatality Rate. 
M. Steiner and W. Pomerance.—p. 872. 

Choice of Rooming-In or Newborn Nursery: Analysis of Data from 
Prenatal Screening Interviews of 1,251 Mothers, Relating to Their 
Choice of Hospital Accommodation for Their Infants in Rooming-In 
Unit or in Newborn Nursery. E. H. Klatskin, A. N. Lethin and E. B. 
Jackson.—p. 878. 

Multiple Fractures Associated with Subdural Hematoma in Infancy. 
E. F. Lis and G, S. Frauenberger.—p. 890. 

Vitamin E Levels in Term and Premature Newborn Infants. W. T. Moyer. 
—p. 893. 

Gastric Ulcer of Pylorus Simulating Hypertrophic Pyloric Stenosis: Re- 
port of Case in Infant Nine Weeks Old. A. R. C. Cole.—p. 897. 


Adolescents Treated with BCG in Infancy.—This study is 
concerned with a follow-up of 1,165 adolescents of whom 601 
had been vaccinated with BCG during infancy. The remainder, 
564, had been followed from infancy as controls. Approxi- 
mately 550 of these cases received roentgenographic examina- 
tions, which were compared with roentgenograms taken during 
the first five years of life. As was to be expected, roentgeno- 
graphic evidence of healed lesions of primary pulmonary tuber- 
culosis was found much more frequently in the control group 
than in the group vaccinated with BCG (three in 298 vaccinated 
cases and 27 in 286 controls). A study of the three vaccinated 
patients who developed evidence of a healed primary pulmo- 
nary complex suggests that in two the BCG vaccine was 
weak or inadequate, while the third child had been exposed 
and was probably vaccinated in the preallergic phase of a 
human tuberculosis infection. Of two vaccinated children who 
developed signs of a reinfection tuberculosis in adolescence, 
the first gave evidence that the allergy following a weak BCG 
inoculation subsided and the child received a subsequent expo- 
sure to open tuberculosis. The second case with reinfection 
tuberculosis showed evidence of having lost the tuberculin 
allergy approximately three years after inoculation. It is evi- 
dent that the BCG inoculation can prevent pulmonary primary 
tuberculosis, at least during the period of postvaccination 
tuberculin allergy. There is no evidence, however, that BCG 
given in infancy is capable of preventing reinfection tubercu- 
losis in adolescence. The authors are of the opinion that the 
BCG tuberculin sensitivity should be maintained by revaccina- 
tion whenever the skin reaction becomes negative. 
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Public Health Reports, Washington, D. C. 


66:1-28 (Jan. 5) 1951 
Relationship Between Tuberculin Reaction and Tuberculous Infection. 
S. N. Meyer.—p. 1. 
Failure of Streptomycin to Enhance Infectivity of Histoplasma Capsu- 
latum in Mice. C, C. Campbell and S. Saslaw.—p. 16. 


66:29-56 (Jan. 12) 1951 


Experimental Study on Use of Homonymous Transplants of Esophagus 
in Dogs. H. L. Skinner, J. K. Conn and J. F. Oesterle.—p. 29. 

*Dried Smallpox Vaccine. J. W. Hornibrook and W. H. Gebhard.—p. 38. 

Inhibition of Strain of Brucella Abortus by Medium Filtered Through 
Cotton. D. M. Boyd and E. P, Casman.—p. 44 


Dried Smallpox Vaccine.—The development of a stable small- 
pox vaccine would permit vaccination in places without ade- 
quate refrigeration. Storage and shipment would be simplified, 
and the cost of replacing outdated material would be reduced. 
The authors review earlier attempts to dry smallpox vaccine 
and mention reasons why dried vaccine has not been more 
widely used. First, it has been difficult to obtain preparations 
in which the contaminating bacteria have been reduced to an 
acceptable level. Second, it is more difficult to reconstitute a 
dried vaccine at the time of use than to open a capillary of 
liquid vaccine. Third, it is more expensive to produce dried 
vaccine than it is to produce the liquid product. The purpose 
of the study described was to investigate ways of reducing or 
eliminating the disadvantages of dried preparations. It was 
found that smallpox vaccine prepared from calves can be dried 
with only slight loss of potency. If penicillin is added to a 
carefully prepared vaccine before drying, the requirements as 
to bacterial count can be satisfied. There is danger of powdered 
pulp being blown from the tube when it is broken. This pulp 
could cause an ocular or respiratory infection, or a deep vac- 
cinia infection might be produced from accidental cuts on 
broken glass. Methods have been devised to overcome these 
difficulties. 


Radiology, Syracuse, N. Y. 
§5:801-966 (Dec.) 1950. Partial Index 


Roentgen Study of Skeletal and Intrathoracic Metastases from Salivary 
Gland Cancer. D. Wilner.—p. 801. 

Fallacy in Diagnosis of Microcolon in the Newborn. C. M. Lee Jr. 
and B. G. MacMillan.—p. 807. 

Tissue Dose in Irradiation of Breast. V. P. Collins.—p. 814. 

*Treatment of Cancer of Breast. U. V. Portmann.—p. 819. 

Nephrography: Simplified Technic. J. Vesey, C. T. Dotter and I. 
Steinberg.—p. 827. 

Right Heart Catheterization of Anomalous Pulmonary Veins Emptying 
into Right Atrium. F. H. Adams, J. W. La Bree, J. Jorgens and 
L. G. Veasy.—p. 834. 

Disseminated Bone Tuberculosis (So-Called Multiple Cystic Tuber- 
culosis): Case Report. G. H. Alexander and M. M. Mansuy.—p. 839. 

Primary Hepatoma with Metastasis to Long Bone. D. S. Carnahan Jr. 

844 


—p. 

Radiation-Induced Squamous-Cell Metaplasia and Hyperplasia of 
Normal Mucous Glands of Oral Cavity. M. Friedman and J, W. 
Hall.—p. 848. 

at Glioblastoma Multiforme with Pneumographic Char- 
acteristics of Intraventricular Epidermoids: Case Report with Critical 
Analysis. R. Shapiro.—p. 852. 

Pheochromocytoma with Calcification Simulating Cholelithiasis: Report 
of Case. M. Moser, G. Sheehan and H. Schwinger.—p. 855. 

Annular Pancreas: Case Report. W. D. Haden Jr.—p. 859. 

Traumatic Liver Cyst. FE. S. Kerekes and J. Ewing.—p. 861. 

Sulfhydryl-Containing Agents and Effects of lonizing Radiations: I. 
Beneficial Effect of Glutathione Injection in X-Ray Induced 
Mortality Rate and Weight Loss in Mice. W. H. Chapman, C, R. 
Sipe, D. C. Eltzholtz and others.—p. 865. 

Combined Effect of Tumor Inhibitor (5-Amino-7-Hydroxy-I H-V- 
Triazolo [d] Pyrimidine) and X-Ray Therapy. J. W. J. Carpender and 
R. R. Lanier.—p. 874. 

Protective Action of Anoxic Anoxia Against Total Body Roentgen 
Irradiation of Mammals. A. H. Dowdy, L. R. Bennett and S. M. 
Chastain.—p. 879. 


Treatment of Breast Cancer.—Portmann believes that to most 
satisfactorily classify cases of cancer of the breast, one should 
weigh all clinical and pathological evidences of the extent of 
involvement. With a classification based on such evidence, it 
will be possible to decide on the indications and limitations 
of different therapeutic procedures and to make equitable 
comparisons of results obtained. The author classifies breast 
cancers into four groups or stages, according to extent of 
involvement of skin, breast and regional nodes. He recom- 
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mends surgical treatment for the first two stages (skin not 
involved, tumor localized and moveable and few or no axillary 
metastases) and although he regards preoperative roentgen 
therapy as not indicated, he advises postoperative irradiation 
of the regions where metastases may have taken place. Al- 
though this procedure may not cure, because cancers of the 
breast are inherently radioresistant, it will increase the five 
year survival rate by approximately 10 to 15 per cent in 
stage 2 cases. In stage 3 and 4 cases, with more extensive 
involvement, in which only surgery was done, the survival 
rate was no greater than in cases in which there was no treat- 
‘ment. This observation led the author to evolve what he calls 
the “criteria of incurability.” He says that patients without 
these criteria should be operated on. When axillary nodes are 
involved, postoperative roentgen therapy should be given. 
Patients with more than one indication listed in the criteria 
should be treated by radiological procedures alone. 


Southern Surgeon, Atlanta, Ga. 
16:1139-1238 (Dec.) 1950 

Ureteral Injury Complicating Fracture of Bony Pelvis. A. J. Butt and 
J. Q. Perry.—p. 1139. 

*Tantalum Mesh in Repair of Ventral and Inguinal Hernias. A. R. Koontz. 
—p. 1143. 

Extrapleural Methyl Methacrylate Plombage ~ Treatment of Apical 
Pulmonary Tuberculosis. O. C. Brantigan.—p. 1149. 

Surgical Problems in the Aged Negro. W. H. Neate and W. T. Wil- 
liams.—p. 1163. 

Invasive Fibrous Tumors of Abdominal Wall. R. M. Moore, E. B. Rowe 
and W. B. King Jr.—p. 1177. 

*Treatment of Peritonitis of Appendiceal Origin with Aureomycin. G. H. 
Yeager, W. D. Lynn and T. G. Barnes.—p. 1192. 

Two Types of Plastic Operations of Particular Interest to the General 
Surgeon. H. L. Claud.—p. 1200. 


Tantalum Mesh in Ventral and Inguinal Hernia.—Koontz used 
tantalum mesh in 134 cases of hernia, about half of which 
were large ventral hernias and the remainder difficult inguinal 
(mostly recurrent) hernias. In the first case in which this 
material was used, the patient was operated on four years ago 
and in the most recent one the operation was done a week 
previous to the writing of this paper. The only recurrence 
appeared in a patient with bilateral inguinal hernia who had 
been operated on twice before. Several particularly difficult 
cases are discussed. It was found that tantalum mesh may be 
used with impunity next to the bowel when there is not suffi- 
cient tissue to close the defect in the peritoneum. Experiments 
were made to determine how tantalum mesh and tantalum 
wire (both monofilament and braided) would behave in the 
presence of infection. Wounds in animals were infected after 
these materials had been used to repair abdominal defects. 
Observation on these animals and on patients with potential 
infection disclosed that tantalum mesh may be used with 
impunity in the presence of infection, provided such non- 
absorbable sutures as silk and cotton are not used with it. 
When these are used, a persistent sinus is likely to result. 
Healing by granulation ensued in cases in which the mesh was 
exposed. In this connection the author mentions the case of a 
woman with an enormous ventral hernia and a huge hanging 
flap of abdominal fat. The hernia was repaired with tantalum 
mesh. After operation, because of the wide dissection of skin 
flaps and poor circulation, the skin and fat became necrotic 
and had to be cut away, leaving an area of mesh exposed. 
Subsequently granulation tissue grew through the mesh and 
the entire area gradually closed. 


Aureomycin in Peritonitis of A Origin.—Thirty-nine 
cases of peritonitis of appendiceal origin are reported in which 
aureomycin was used. Of these patients, 35 were promptly 
subjected to surgical treatment, whereas three of the remaining 
four subsequently had interval appendectomies. The patients 
in 18 of the operative cases had generalized peritonitis, and in 
17 it was localized. In the operative cases, the appendix was 
removed in all but two instances. In these two exceptions, 
simple drainage was the operative procedure. Subsequently, 
each of these patients had an interval appendectomy. Drainage 
was done in all cases of generalized peritonitis and in 16 of the 
17 cases of localized peritonitis, including one in which the 
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appendix was not removed. At first, 55 mg. of aureomycin was 
given per kilogram of body weight in 24 hours. When it be- 
came apparent that there were almost no toxic manifestations, 
an initial dose of 3 Gm. was given orally, and then followed 
by 250 mg. every four hours. Oral administration was found 
to be the most satisfactory. Patients subjected to intubation 
received each dose of aureomycin dissolved in approximately 
100 cc. of water. Following each instillation, the tube was 
clamped off for at least one hour. Dissolving the drug in two 
ounces of coca-cola® sirup proved most efficacious for small 
children. An aureomycin preparation for intravenous adminis- 
tration is now available, and satisfactory concentrations in 
the serum can be obtained by injection of 0.5 Gm. of aureo- 
mycin. Negligible nausea and vomiting were the only toxic 
manifestations. The patient’s general condition usually shows 
decided improvement during the first 24 hours of treatment 
with aureomycin. None of the patients died. The average 
number of hospital days were 12 days for the entire series, 
In a comparable group of patients treated with streptomycin, 
sulfadiazine, or penicillin, alone or in combination, the average 
hospital stay was 18.5 days. The authors conclude that because 
of the wide antibacterial range of aureomycin, it should prove 
to be invaluable in the prophylaxis and treatment of peritonitis. 


Surgery, St. Louis 
28:941-1102 (Dec.) 1950 


Relative Effectiveness of Sympathetic Ganglionectomy and Section of 
Preganglionic Fibers in Inactivation of Smooth Muscle. H. D. 
Kirgis, A. F. Reed and J. Y. Pearce.—p. 941. 

Transection and Ligation of Abdominal Aorta. W. G. Cahan and A. 
Brunschwig.—p. 950. 

Ligation of Major Arteries: Experimental Division of Aorta. H. Swan 
and F. B. Harper.—p. 958. 

Carcinoma of Pancreas: Diagnostic and Operative Criteria Based on 
100 Consecutive Autopsies. S. Mikal and A. J. Campbell.—p. 963. 

Potassium and Wound Healing. C. W. Findlay Jr. and E. L. Howes. 


—p. 970. 
Beige en of Adhesions Following Surgical Lysis: Studies on Dog. 
Schiff, S. L. Goldberg and H. Necheles.—p. 977. 
Chika and Cholelithiasis in Young Women Following Pregnancy. 


Endometriosis of Large and Small Intestine. B. P. Colcock and T. A. 
Lamphier.—p. 997. 

adenine of Pyloric End of Stomach, J. P. O’Brien and D. J, 

Meehan.—p. 1005. 

Quantitative Relationship Between Parietal Cells and Gastric Acidity. 
L. A. Tongen.—p. 1009. 

Use of Tantalum Gauze in Closure of Full-Thickness Defects in Chest 
Wall: Experimental Study in Dogs. A. G. Morrow.—p. 1016. 

Studies on Experimental Esophagitis. D. J. Ferguson, E. 
Palomera, Y. Sako and others.—p. 1022. 

Method of Automatic Controlled Respiration for Anesthesia in Dog. 
M. H. Adelman, S. J. Megibow and L. Blum.—p. 1040. 


Cholecystitis and Cholelithiasis After Pregnancy.—In a six 
month period Gerwig and associates operated on 10 women 
under 30 years of age for biliary tract disease. In all cases 
symptoms began during or after pregnancy. The patients 
were slender or of normal build and not obese, as is so fre- 
quently the case in patients with gallstones. The chief com- 
plaint was pain localized in the gallbladder area and epigas- 
trium and occasionally radiating to the right scapular region. 
Six of the patients experienced typical severe biliary colic, 
requiring narcotics for relief. The other patients complained 
of colic at some time during their illness. Indigestion, belching 
and intolerance for fatty foods occurred with about equal 
frequency. None of the patients gave a history of icterus or 
of clay colored stools. Upper abdominal pain and discomfort 
usually appeared during the last trimester of pregnancy, but 
the patient believed that this was caused by the fetus. About 
six weeks to two months after delivery the pain would recur 
and become more severe. At first the cause of their complaints 
was not realized because of their age and immediate post- 
partum state. Until the authors became aware of the frequency 
of the syndrome, these patients were initially treated for 
spastic bowel disorders, acute gastritis or neuroses. When they 
returned with the same complaints, diagnostic studies estab- 
lished the correct diagnosis. The excellent results obtained by 
surgical treatment are explained by the fact that the operations 
were performed in relatively young women in whom there 
were no complicating factors. The authors believe that early 
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operation is indicated whenever cholelithiasis and cholecystitis 
is found in a young woman to minimize the risk of later biliary 
tract complications. 


Surgery, Gynecology and Obstetrics, Chicago 
91:641-766 (Dec.) 1950 

Better Understanding of Uterine Contractility Through Simultaneous 
Recording with Internal and Seven Channel — Method. R. Cal- 
deyro, H. Alvarez and S. M. Reynolds.—p. 

Breast Abscess: Result of Lactation ag ML. Newton and N. R. 
Newton.—p. 651. 

Technique for Suturing Bowel. E. J. Poth.—p. 656. 

Prostatic Smear: Cell Changes After Estrogen Therapy. H. Peters and 
J. A. Benjamin.—p. 660. 

Studies on Susceptibility of Bacteria to Various Antibacterial Agents with 
Comparison of Serial Tube Dilution and Filter Paper Disc Methods of 
Testing. C. W. Howe.—p. 669. 

*Incidence of Malignancy in Gastric Ulcers Believed Preoperatively to Be 
Benign. E. G. Lampert, J. M. Waugh and M. B. Dockerty.—p. 673. 
Prevention of Death from Experimental Ligation of Liver (Hepatic 

Proper) Branches of Hepatic Artery. C. Tanturi, L. L. Swigart and 
J. F. Canepa.—p. 680. 
Richter’s Hernia. T. G. Orr Jr.—p. 705 
— Approach to Treatment of Gigantic Hernias. S, E. Ziffren and 
. A. Womack.—p. 709. 

jmtdieg and Extraperitoneal Approach for Extensive Sympathectomy 
and Splanchnicectomy. H. B. Shumacker Jr.—p. 711. 

Infrared Photographic Studies of Superficial Thoracic Veins in the 
oe en Consideration. L. C, Massopust and W. D. Gard- 


‘Diagnosis of arly Carcinoma of Cervix. G. W. Douglas and W. E. 
Studdiford.—p. 72 
Influence of emiaetiee and Sulfonamides on Mortality and Bacteria of 
Experimental Peritonitis. H. A. Zintel, H. H. Zinsser, W. Runyon and 
others.—p. 742. 
Radical Treatment of Carcinoma of Prostate Gland by Cytovesiculo- 
prostatectomy. A. Westerborn.—p. 751. 
Incidence of Malignancy in Gastric Ulcers.—Lampert and 
associates investigated the clinical and pathological features 
of supposedly benign ulcerating lesions of the stomach that 
proved to be malignant when examined at the time of opera- 
tion. Seventy-three such cases were detected among 1,400 cases 
of gastric cancer operated on at the Mayo Clinic. The clinical 
diagnosis in most cases was gastric ulcer or ulcerating lesion 
of the stomach. The group included 10 cases in which the 
roentgenologist stated that malignancy could not be ruled out. 
Epigastric pain was the chief complaint in 66 of the 73 patients, 
and in 40 of the 66 the distress was characterized by the 
periodicity of the uncomplicated peptic ulcer. Of the 60 patients 
whose weight had been recorded, 34 had lost more than five 
pounds (2.3 Kg.); in 22 there was no alteration in weight; and 
four gained weight. The concentration of free hydrochloric 
acid was within normal limits (25 to 50 units) in two thirds 
of 66 patients and in the remaining it was below normal or 
none was present. Partial gastric resection was carried out in 
60 of the 73 cases, a modified Billroth 2 operation being used 
in 57 and a Billroth 2 type of resection in three. In 13 of the 
73 cases, biopsy or other type of unsatisfactory procedure was 
performed. In 72 cases adenocarcinoma was present; in one 
case the lesion was a lymphosarcoma. Three of the 73 patients 
(4.1 per cent) died in the hospital after operation. Of the re- 
maining 70 patients 33 lived more than three years and 30 of 
these were still alive five or more years after operation. These 
cases prove that there is a type of gastric cancer that can be 
recognized only by pathological examination of the removed 
tissues. The 73 cancerous lesions were found among 550 
patients who were subjected to surgical treatment because of a 
presumably benign ulcerating lesion of the stomach. This is an 
incidence of about 13 per cent. 


of Early Carcinoma of the Cervix.—lIt is now be- 
lieved that carcinoma of the cervix is a neoplasm with a fairly 
prolonged quiescent initial phase during which time it may be 
confined to the covering epithelium. This preliminary stage is 
termed carcinoma in situ, intraepithelial cancer or preinvasive 
cancer. The detection of these preliminary forms requires much 
meticulous work, 99 per cent of which shows negative results. 
At Bellevue Hospital only three preclinical lesions of cervical 
cancer were discovered between 1938 and 1947. Two of these 
were found by cervical biopsy, while one was discovered acci- 
dentally in a uterus removed surgically. In 1947 efforts were 


MEDICAL LITERATURE ABSTRACTS 1015 


begun to recognize more of these lesions, by use of smears 
of cervical scrapings to detect their presence and biopsy and 
curettage to define their character and extent. As a result of 
these two aids to diagnosis, 16 cases have been discovered up 
to January 1950, 13 of them intraepithelial in nature and three 
showing early invasion. Biopsy must be random, but the fact 
that almost all these lesions are related to the external os is 
helpful. The smallness and asymmetry of the lesion suggests 
that multiple biopsies are more likely than single ones to 
reveal it. Positive biopsy specimens were obtained preopera- 
tively in 15 of the 16 patients. A small lesion was found on 
the squamocolumnar junction in one specimen removed at 
operation. Smears were obtained in 13 of the 16 patients, and 
11 of these 13 were positive. The author objects to the cumber- 
some classification for smears. He believes that the sooner such 
smears are classed as positive or negative, with doubtful reports 
reduced to a minimum, the more valuable they will become. 
The detection of preclinical carcinoma of the cervix should 
greatly improve the therapeutic results. 


Tennessee State Medical Assn. Journal, Nashville 
44:1-44 (Jan.) 1951 
GASTROINTESTINAL DISEASES—A SYMPOSIUM 


Esophagus and Stomach. A. M. Patterson.—p. 1. 
The Small Intestine. C. E. Newell.—p. 3. 

The Large Intestine. E. T. Newell Jr.—p. 7. 

The Rectum and Anus. O. C. Gass.—p. 9. 
X-Ray Diagnosis. J. M. Higgason.—p. 11. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
§8:667-732 (Dec.) 1950 


Tension States: Summary of Etiology, Diagnosis, and Treatment. 
H. Dixon, H. A. Dickel, R. A. Coen and G. B. Haugen.—p. 667. 

*Felty’s Syndrome: Report of Two Cases Treated by Splenectomy. 


hiectasis. T. E. Douglas J 682. 

“Alarm” in Etiology of Eclamptic T Toxemia: Division II. S. S. Garrett. 
—p. 689, 

Chronic Cystic Mastitis and Its Treatment. E. P. Farber.—p. 693. 

Fetal and Neonatal Mortality. J. A. Guthrie—p. 696. 

Case of Reticulum Cell Variety of Frc ein Fir Involving Female 
Genitalia. J. W. W. Epperson.—p. 701. 

Vulvovaginal (Bartholin) Cyst: Treatment by Marsupialization. P. 
Jacobson.—p. 704, 

Vaginal Jelly Alone as Contraceptive in Postpartum Patients. L. Z. 
Goldstein.—p. 708. 

Abdominal Pregnancy. E. A. Pearson.—p. 712. 

Surgical Relief of External Biliary Duct Atresia. F. McCarry and 
L. C. Pence.—p. 714. 


Felty’s Syndrome. — Splenomegaly, leukopenia and chronic 
atrophic arthritis of the rheumatoid type are the common 
features of Felty’s syndrome. Two cases are reported in which 
splenectomy was done. Both of the patients showed definite, 
sustained hematological improvement following operation but 
neither showed any significant change in the status of the 
rheumatoid arthritis. Although these cases have been followed 
for 20 months and five months, respectively, more prolonged 
observations will be required for a true evaluation of splenec- 
tomy. The authors feel that Felty’s syndrome is a clinical 
rather than a pathological entity. In discussing the relation 
of the chronic arthritis to the splenomegaly and leukopenia 
they point out that all explanations rest more on conjecture 
than on objective evidence. It is recognized that the splenome- 
galy in rheumatoid arthritis is secondary in nature. Certainly, 
splenomegaly and leukopenia occur in a variety of diseases 
unassociated with arthritis. In the cases here discussed, and in 
the other cases reviewed, including those of primary splenic 
neutropenia, arthritis or some other inflammatory condition 
was present. It is then conceivable that a long existing inflam- 
matory or irritative process initiates a reactive reticuloendo- 
thelial hyperplasia. In some instances, this hyperplasia becomes 
most extensive in the spleen, apparently resulting in a dis- 
ruption of the hematopoietic-hemolyti ¢ equilibrium and giving 
rise to deficiencies of certain cellular components in the periph- 
eral blood. The basic mechanism causing the blood deficiencies 
in Felty’s syndrome and primary splenic neutropenia may be 
similar or identical. 
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FOREIGN 
Brain, London 
73:125-280 (June) 1950. Partial Index 


Thresholds of Cortical Representation. E. G. T. Liddell and C. G. 
Phillips.—p. 125. 

Encephalitis and Encephalomyelitis in England and Wales During the 
Last Decade. J. G. Greenfield.—p. 141. 

Visual-Spatial Agnosia Associated with Lesions of Right Cerebral Hemi- 
sphere. J. McFie, M. F. Piercy and O. L. Zangwill.—p. 167. 

Cortical Rhythms Not Seen in Electroencephalogram. D. Williams and 
G. Parsons-Smith.—p. 191. 

Sensory Changes in Procaine Nerve Block. D. C. Sinclair and J. R. 
Hinshaw.—p. 224. 

Chemistry of Cerebral Cysts. J. N. Cumings.—p. 244. 

Advance of Functional Recovery After Radial Nerve Lesions in Man. 
R. E. M. Bowden and D. A. Shoil.—p. 251. 

Specificity of Electromyographic Method for Investigation of Motor Cor- 
tex. E. Gellhorn and D. A. Johnson.—p. 275. 


British Medical Journal, London 


2:1457-1506 (Dec. 30) 1950 


Atypical Pneumonia. C. H. Stuart-Harris.—p. 1457. 

Primary Atypical Pneumonia. S. P. Bedson.—p. 1461. 

*Blood Vessels of Gastric Ulcer. J. A. Key.—p. 1464. 

Observations on Blood Flow in Human Intestine. J. Grayson.—p. 1465. 

Hexamethonium Bromide in Duodenal Ulcer. L. D. W. Scott, A. W. Kay, 
M. M. O’Hare and J. A. Simpson.—p. 1470. 

Poliomyelitis in London in 1949. G. E. Breen and B. Benjamin.—p. 1473. 


Blood Vessels of Gastric Ulcer.—Specimens of gastric ulcer 
removed at operation were examined by methods of micro- 
angiography. Microangiographic studies on chronic ulcers 
revealed an ischemic zone around the ulcer in which the ves- 
sels were not outlined. Sections through the ulcer showed that 
the ulcer consists of bloodless tissue throughout the whole 
thickness of the stomach wall; in this area there is a complete 
absence of all but very fine vessels. The vessels of the mucous 
membrane, on the other hand, are normally filled up to the 
edge of the ulcer. The ischemic state might well explain why 
an ulcer does not heal but rather persists and even spreads. It 
is not, however, evidence that such a vascular condition caused 
the original ulcer. It is much more probable that the vascular 
block is the result of a chronic inflammatory state producing 
changes similar to those found in chronic ulceration elsewhere 
in the body. An attempt was made to examine small acute 
ulcers. Such ulcers are not commonly found in gastrectomy 
specimens, but some were occasionally detected far from 
chronic ulcers and also in specimens removed for hematemesis. 
It was found that in an acute ulcer there is an acute vascular 
disturbance occurring chiefly just under the mucous membrane 
—a hypervascularity and not an ischemia. The result of micro- 
radiography supports the hypothesis that in peptic ulcer an 
acute vascular disturbance occurs in the submucosa close to 
the mucous membrane, and that the breach of the mucosa 
itself results from this underlying vascular derangement. 


Acta Cardiologica, Brussels 
5:457-572 (No. 5) 1950. Partial Index 

*Efficacy of Oxygen Therapy Determined by Means of Oxygen Consump- 
tion. M. R. Malinow, B. Moia and M. Manguel.—p. 457. 

Results of Surgical Treatment of So-Called Essential Hypertension. 
J. Govaerts and M. Regnier.—p. 473. 

*Electrocardiographic Studies During Angiocardiography. G. Biorck, 
T. Sylvan and G. Lindblom-Tillman.—p. 509. 


Efficacy of Oxygen Therapy.—Malinow and his co-workers 
studied the variations in the consumption of oxygen, pulmo- 
nary ventilation and pulmonary utilization of oxygen that were 
produced in 19 male and 13 female patients by the inhalation 
of pure oxygen for 10 to 35 minutes. The 32 patients were 
divided in four groups as follows: eight with severe coronary 
insufficiency, eight with congestive heart failure, six with coro- 
nary disease and congestive heart failure and 10 without 
symptoms of cardiac failure and without coronary disturbance. 
Significant changes in oxygen consumption attributable to the 
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inhalation of oxygen could not be demonstrated. The small 
variations observed did not differ from those observed in the 
normal group. In certain cases with decreased pulmonary 
ventilation there was an increase in utilization of oxygen during 
the test. In correspondence with the results reported, the 
authors’ patients were never benefited objectively by oxygen 
therapy, except for those with pulmonary disorders that may 
be responsible for a disturbance of the oxygenation of the 
blood. 


Electrocardiographic Studies phy.— 
Electrocardiographic changes during angiocardiography are re- 
ported in 32 male and 16 female patients between the ages of 
8 and 58 years. The procedure was performed under general . 
anesthesia in 15 instances. Two iodopyracet preparations (a 50 
to 70 per cent solution of umbradil in the majority of the cases 
and diodrast® in a few instances) were employed as contrast 
medium and were injected through an intravascular catheter. 
Though the patients generally experienced some discomfort 
after the injection, complications were rare and transient. Sex 
and age had no influence on the incidence of electrocardio- 
graphic changes during the angiocardiography. Disturbances 
of heart rate or rhythm were almost usual findings when the 
injection was made via the catheter into the cardiac chambers 
or the pulmonary artery. “Coronary” changes were noticed 
occasionally in the aortograms, when by mistake the catheter 
occluded the opening of a coronary artery or when the radi- 
Opaque substance passed into a coronary vessel. Premature 
beats of all types were recorded in 20 of 22 patients with 
injections made in the right auricle, the right ventricle or the 
pulmonary artery. The pacemaker mechanism was disturbed 
in six instances. Conduction disturbances were less frequent. 
As a rule, the recorded abnormalities were closely related in 
time to the injection. They may be elicited either by the spurt 
of the injected solution or by the impact of the catheter at the 
moment of the injection. Once the ectopic impulses have 
started, intrinsic myocardial factors will decide their duration. 
Electrocardiograms taken a few days after the injections, or 
later, gave no evidence of any persistence of the disturbances. 
Several of the recorded abnormalities are to be considered as 
involving potential risks to the patients; consequently, electro- 
cardiographic records should be made continuously during 
angiocardiography. 


Acta Obstet. et Gynec. Scandinavica, Stockholm 


30:129-210 (No. 2) 1950. Partial Index 
Painful Conditions of Abdominal Wall and Their Treatments. H. Lefévre. 


132. 
Pathological and Clinical Aspects of Serous Adenofibromas and Cysta- 
denofibromas of Ovary. R. J. Kleitsman.—p. 155. 
*Cancer of Cervical Stump. A. Lachmann.—p. 169. 
Etiology, Diagnosis and Surgical Treatment of Female Sterility. A. West- 
man.—p. 186. 


Cancer of Cervical Stump.—Seventy-three cases of cancer of 
the cervical stump were discovered at the Stockholm Radium- 
hemmet among 5,213 cases of cancer of the cervix that were 
observed from 1914 to 1944. Lachmann observed that the inci- 
dence of cancer in the cervical stump has been increasing in 
recent years in proportion to the increase in the number of 
patients treated by subtotal hysterectomy. Stump cancer is 
likely to develop in 1 per cent of the patients subjected to 
subtotal hysterectomy. This is the same as the incidence of 
cancer of the cervix in all women of the age group concerned. 
In the Radiumhemmet series the five year cure rate in cancer 
of the cervical stump was 59 per cent, which is more favorable 
than the five year cure rate in cancer of the cervix in general. 
This is probably due to the fact that most patients in whom 
cancer of the stump developed were treated at an early 
stage. In cases of stump cancer in which cancer was probably 
present at the time of hysterectomy but was not diagnosed, 
prognosis was unfavorable. The five year cure rate in these 
cases was nil, while in the other cases of stump cancer it was 
72 per cent. The danger of malignancy developing in the 
cervical stump is not a justification for total hysterectomy in 
benign lesions of the uterus. On the other hand, subtotal hys- 
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terectomy should not be performed unless there is evidence 
that there is no malignant lesion in the cervix. Thus it is 
important that prior to operation the cervix be carefully ex- 
amined, preferably by biopsy. 


Acta Tuberculosea Scandinavica, Copenhagen 


25:1-124 (No. 1) 1950. Partial Index 


Allergenic Capacity of Various BCG Vaccines. J. Bée.—p. 1. 

*Further Observations on Application of Streptomycin in Treatment of 
Tuberculous Meningitis in the Athens University Pediatric Clinic 
(Children’s Hospitai “Saint Sophia’) Covering the Period January 1, 
1948 to December 31, 1948. C. Choremis, N. Zervos, S. Pantazis and 
others.—p. 8. 

Air Embolism and Spontaneous Pneumothorax as Unavoidable Compli- 
cations of Artificial Pneumothorax. H. Cranz.—p. 43. 

*Tonsillar Swab Culture in Pulmonary Tuberculosis. H. Adler, K. Toman 
and G. Tomanova.—p. 78. 


Streptomycin in Treatment of Tuberculous Meningitis.—Strep- 
tomycin was used in the treatment of 132 children between 
the ages of 12 months and 15 years, 113 with simple tubercu- 
lous meningitis and 19 with tuberculous meningitis combined 
with miliary tuberculosis. Combined intramuscular and intra- 
thecal administration was regarded as essential. The usual in- 
tramuscular dose given to children aged less than 5 years was 
0.50 to 0.60 Gm. daily. A dose of 1 Gm. daily was seldom 
exceeded. The intrathecal dose varied from 0.01 to 0.05 Gm. 
daily for patients aged less than 5 years and from 0.05 to 0.1 
Gm. for patients aged over 5, the smallest dose being used 
only in advanced and severe cases, or for patients who were 
strongly sensitive to the drug irrespective of age. Persistent un- 
controllable vomiting is a direct indication for reducing the 
dose or even discontinuing the intrathecal administration. The 
average duration of treatment for each patient was 154 days. 
The average quantity of streptomycin necessary for the 
patient’s recovery proved to be in inverse proportion to the 
patient’s age. The authors believe that a rigid system of dosage 
and technique of administration is doomed to failure because it 
is opposed to the biopathology of tuberculosis. Treatment must 
be regulated chiefly on the basis of clinical observations and 
laboratory observations. Seventy-two of the 113 patients with 
simple tuberculous meningitis and 15 of the 19 patients with 
tuberculous meningitis associated with miliary tuberculosis were 
discharged after recovery. Forty-one of the first group and 
four of the second group died. Seven deaths were partially due 
to the incidental occurrence of epidemic meningitis. Of the 
87 patients discharged from the hospital as recovered, 20 had 
relapses, 17 in the group with simple tuberculous meningitis 
and three in the mixed group. Three of the 17 patients had a 
second relapse, and one of the three had a third relapse. Re- 
lapses occurred independently of age. The most dangerous 
period for a relapse was the first trimester after recovery, and, 
with the third, the danger of relapse became minimal. Of the 
total 132 patients, 81 were alive one year after the last admin- 
istration of the drug. Follow-up of the surviving children 
showed them to be in highly satisfactory condition, without dis- 
ability. Only one still had an unsteady gait. Psychic disturb- 
ances or other forms of abnormalities were observed in only 2 
per cent. One patient had diminished hearing; he had both 
tuberculosis and epidemic meningitis. 


Tonsillar Swab Culture in Pulmonary Tuberculosis.—Accord- 
ing to Adler and his associates, the routine cultivation of 
faucial swabs taken from patients with pulmonary tuberculosis 
frequently proves the presence of tubercle bacilli. The presence 
of these organisms on the tonsils and the posterior wall of 
the fauces does not mean that these organs are specifically 
affected but only that the bacilli are caught in this area on 
their continuous passage from the pulmonary focus through 
the respiratory trac? into the digestive system. This is a rule in 
patients with positive sputum. A comparison of laryngeal and 
tonsillar swab cultures was made on 427 tuberculous patients 
with slightly or moderately advanced pulmonary tuberculosis, 
without expectoration or with microscopically negative sputum. 
Positive tonsillar swab cultures were obtained in 129 patients 
(30.2 per cent). Positive cultures were obtained in 198 patients 
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(46.4 per cent) by combination of the laryngeal with the ton- 
isllar swab culture and by use of both solid and fluid media. 
The laryngeal swab cultures were slightly more sensitive than 
those taken from the tonsils and the back of the fauces, with 
178 patients (41.7 per cent) having positive laryngeal swab 
cultures, but tubercle bacilli were demonstrated by tonsillar 
swab in 20 patients (4.7 per cent) with negative laryngeal swab 
culture. The number of colonies proved an important factor 
in evaluation of the culture results. As a rule, over 20 colonies 
per test tube meant pulmonary destruction. The number of 
positive results increased with the number of culture series. 
Cultures should be recorded on three successive days as routine 
method. 


Giornale di Clinica Medica, Parma 


31:927-1054 (Aug.) 1950. Partial Index 


*Calcemia Curves from Injections of Calcium Chloride. M. Foscarini 
and L. Ragazzoni.—p. 227. 


Calcemia from Injections of Calcium Chloride.—Foscarini and 
Ragazzoni measured blood calcium levels before and 3, 10, 30 
and 60 minutes after the intravenous injection of 20 cc. of a 
10 per cent solution of calcium chloride in 23 normal persons 
and 49 patients with various diseases. In normal persons the 
highest peak of induced calcemia occurs three minutes after 
the injection. The increase of calcemia may be moderate, great 
or minimal. Three types of elimination curves were encoun- 
tered: (1) regular, with a return of calcium levels to normal in 
60 minutes, (2) delayed, with persistent hypercalcemia in 60 
minutes and (3) rapid and diphasic, with hypocalcemia in 60 
minutes. The curve of induced calcemia in hypoparathyroidism 
is typical. Regardless of the calcium level before the injection, 
the curve shows a progressive increase from the third to the 
sixtieth minute after the injection, with the highest peak in 60 
minutes. Whenever the test is repeated in these patients, after 
several days or weeks, the results are tie same as those of the 
first test. The curve is valuable as a functional test of hypo- 
parathyroidism, even if it is latent. In patients with hyperpara- 
thyroidism the initial blood calcium level is high. Induced 
hypercalcemia is very high, with the highest peak in three 
minutes; the curve of elimination is delayed with some per- 
sistent hypercalcemia in 60 minutes. In patients with hyper- 
thymization initial calcium levels are above normal. After the 
injection, the curve is inverted to levels of hypocalcemia. Cal- 
cium tolerance curves obtained in diffuse lesions of bone, cir- 
rhosis, nephritis, tabes dorsalis and syringomyelia are also 
described. 


Maandschrift voor Kinderg kunde, Leyden 
18:325-356 (No. 9) 1950. Partial Index 
*Experiences with Aminopterin in Treatment of Leukemia. N. Haverkamp 


Begemann and M. van Wijhe.—p. 325. 
Unusual Case of Neurofibromatosis in a Nursling. A. Agneessens.—p. 347. 


Experiences with Aminopterin in Leukemia.—Aminopterin (4- 
aminoteroylglutamic acid) was used in the treatment of 10 
patients with leukemia. Two had myeloid leukemia, and the 
other eight probably had lymphoblastic leukemia. In six of 
these eight patients, remissions lasting several months were ob- 
tained, during which the spleen and the lymph nodes diminished 
in size or returned to normal, the blood picture became normal 
and the bone marrow almost normal. However, nine of these 
10 children died, while the surviving child is in good condition 
10 months after the beginning of treatment. In two children 
who died shortly after treatment with aminopterin was begun, 
a serious hemorrhagic diathesis developed with cutaneous, nasal 
and oral hemorrhages and one also had intestinal hemorrhages. 
Blood pressures decreased, and temperatures increased; this 
state of shock could not be counteracted with infusions of blood 
or plasma. Necropsy was performed in five cases. The most 
striking changes were the absence of leukemic proliferation 
and the presence of lesions caused by aminopterin, especially 
in the intestine. The authors conclude that, although remissions 
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can be obtained with aminopterin in lymphatic leukemia and 
the life of the patient can be prolonged, relapses will eventually 
occur. Thus. although the action of aminopterin is of theoretic 
value, it does not represent a great therapeutic gain. 


Medizinische Klinik, Munich 


46:1-32 (Jan. 5) 1951 


Present Status of Psychiatric Classification. G. Kloos.—p. 1. 

Causal Therapy of Thrombosis in Ambulatory Practice. T. Halse.—p. 7. 

Experiences with Thiosemicarbazone in Treatment of Laryngeal Tuber- 
culosis. L. Lederer and S. Gulich.—p. 10. 

*Nerve Injuries After Injections. Viernstein.—p. 14. 

Results of Follow-Up Studies on Victims of Starvation. K. Lohmeyer. 


—p. 16. 
*Excessive Use of Estrogenic Substances During Menopause. H. Jiiptner. 
20. 


Injury of Nerves During Injection.—Viernstein calls attention 
to the fact that intramuscular injections involve dangers, 
especially paralysis of a nerve. There may be immediate 
paralysis from an injection inadvertently made directly into 
the nerve. Belated paralysis may develop as the result of a 
paraneural injection or of so-called toxic neuritis. In this 
paper the author is concerned chiefly with the lesion produced 
by injection into the nerve. A survey made by an insurance 
company revealed that of 500 lesions caused by injections 49 
resulted from injections into a nerve. The substances that 
caused the paralysis included quinine, preparations containing 
calcium, arsenic or mercury, drugs in oily suspensions and 
especially the sulfonamides. Animal experiments indicate that 
the diffusion of the toxic substance into the nerve produces a 
parenchymal lesion. Pathological-anatomic studies disclosed 
wallerian degeneration. A simultaneous interstitial inflamma- 
tion originating in the vascular connective tissue produces cica- 
trization, which prevents the regeneration of the nerve. The 
treatment of the paralysis resulting from an injection into a 
nerve should be the same as that in any other nerve injury; 
that is, neurolysis or suture of the nerve. The author gives 
brief histories of five patients with postinjection paralysis, four 
of whom were treated by suture of the nerve and one by 
neurolysis. In two of these patients a sulfonamide preparation 
had been injected. Macroscopic and microscopic examinations 
in the course of the operation reveal whether an injection 
has been made intraneurally. 


Estrogenic Substances During M -—Many women of 
menopausal age, because of the mistaken idea that estrogenic 
substances can prolong their youth, demand prescriptions for 
such substances. Jiiptner warns against excessive use of these 
substances, pointing out that such medication results in only 
temporary improvement in the menopausal symptoms and that, 
on the other hand, the necessary adjustment is only unneces- 
sarily prolonged and retarded. Furthermore, administration of 
the estrogenic substances makes a diagnostic or therapeutic 
curettage necessary. Also, it should not be forgotten that estro- 
genic substances are potentially cancerigenic. For this reason, 
treatment with estrogenic substances is particularly contraindi- 
cated in women who have been treated for cancer or in whom 
there may be a precancerous lesion. The author does not deny, 
however, that there are some severe climacteric disturbances, 
particularly those of a vasomotor nature, that make the admin- 
istration of estrogenic substances necessary. 


Miinchener medizinische Wochenschrift, Munich 


92:1421-1500 (Dec. 8) 1950. Partial Index 
Effect of Sulfonamide Compounds and Penicillin in Various Pneumonias. 
E. Borkenstein.—p. 1421. 
*Rapid Effect of Penicillin on Treponema Pallidum Demonstrated by 
Microscopic Examination. C. F. Funk and H. Walther.—p. 1427. 
Vitamins and Gastrointestinal Tract. W. Stepp.—p. 1431. 


Rapid Effect of Penicillin on Treponema Pallidum.—A male 
infant, aged 23 days, with congenital syphilis, was treated with 
penicillin (crystalline procaine penicillin G and buffered crys- 
talline potassium penicillin G) in aqueous solution. The initial 
dose was 2,500 units twice daily, which was increased to 10,000 
and 20,000 units. The total dose administered was 95,000 
units. A pronounced Jarisch-Herxheimer reaction, with icterus, 
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general deterioration and rise of temperature, required dis- 
continuation of the antibiotic when the cutaneous manifesta- 
tions were about to subside and permanent improvement was 
to be expected. Circulatory collapse and death occurred on the 
thirteenth day of treatment. Necropsy was performed, includ- 
ing microscopic examination of the heart, lung, liver, kidneys, 
thymus, pancreas, spleen and head of the left humerus, which 
had been tender and could be moved only with difficulty during 
life. Levaditi’s silver nitrate staining method was used for 
Treponema pallidum, which could not be demonstrated in any 
of the organs examined. Syphilitic osteochondritis was observed 
in the left humerus, but the transition of granulation tissue into 
cicatricial tissue in the calcification zone at the epiphysial line 
suggested that healing of the bone lesion had started. Results 
showed that the numerous spirochetes present in congenital 
syphilis disappear rapidly after the administration of even 
relatively small doses of penicillin. Prevention of congenital 


syphilis in infants by prophylactic treatment of mothers is 
stressed. 


Nordisk Medicin, Stockholm 


44:1819-1856 (Nov. 17) 1950. Partial Index 


*Primary Amyloidosis, Review. R. Thingstad.—p. 1819. 

Cancer of Colon. O. Mikkelsen and T. S. Hansen.—p. 1825. 

Epidural Injection of Physiological Salt Sinton in Treatment of 
Puncture Headache. S. Lundin.—p. 1829. 

Mesantoin Premedication and Electroshock Treatment. L. Eitinger and 
H. Vislie.—p. 1831. 

Exfoliative Dermatitis After Trimethadione Treatment in Epilepsy. N. B. 
Nordlander.—p, 1833. 

Late Perforation of Intestine After Abdominal Trauma. O. Farnes. 
—p. 1834, 

Treatment of Fracture of Olecranon. B. Pedersen and K. Bang 


8- 
Carboxy-3-Hydroxy-2-Pheny Acid. P. 1838. 


Primary Amyloidosis.—Thingstad says that approximately 60 
cases of primary amyloidosis have been reported in the litera- 
ture. The disease appears about equally often in both sexes, 
but, unlike secondary amyloidosis, it occurs most frequently 
in older patients. As the cause of primary amyloidosis is not 
known, no causal therapy can be suggested. Among the general 
symptoms, pronounced asthenia is common. Loss of weight 
was seen in about one third of the cases. Hypochromic or 
normochromic anemia is usual. The sedimentation reaction is 
moderately or greatly increased and the white blood cell pic- 
ture normal. Because of the frequently diffuse extent and the 
varying degree of amyloid deposit in the different organs and 
organ systems and the resulting highly different clinical obser- 
vations, the diagnosis of primary amyloidosis was in most 
cases made postmortem, but diagnosis was made in 13 cases 
during life by means of biopsy. No case of recovery has been 
reported, The duration of the disease from the first symptoms 
till death varied from three months to 16 years, with an aver- 
age duration of 32 months. The cause of death was heart 
failure, terminal infection, gastrointestinal hemorrhage or 
uremia. 


Prensa Médica Argentina, Buenos Aires 
37:3033-3066 (Dec. 15) 1950. Partial Index 


*Nonpalpable Cervical Metastatic Lymphadenopathy in Cancer of Larynx: 
Prophylactic Removal. D. Brachetto-Brian and L. A. Samengo. 
—p. 3033. 


Nonpalpable Cervical Metastatic Lymphadenopathy in Cancer 
of Larynx.—One hundred patients with epithelioma of the 
larynx were examined preoperatively for satellite lymphade- 
nopathy. Careful palpation of the neck failed to reveal any 
enlarged nodes. All patients were then subjected to laryn- 
gectomy, at which time the carotid chain of lymph nodes was 
removed for biopsy. Serial histological study revealed meta- 
static cancer in these clinically nonpalpable nodes in 30 cases 
(30 per cent). Two years after operation all patients were still 
well, with no evidence of recurrent carcinoma. The authors 
emphasize the need for a systematic removal of the regional 
lymph nodes along with the larynx in all cases of cancer of 
the larynx. 
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BOOK REVIEWS 


Clinical Therapeutic Radiology. Edited by U. V. Portmann, M.D., 
Head of Department of Therapeutic Radiology, Cleveland Clinic Founda- 
tion, Cleveland. Cloth, $15, Pp. 748, with illustrations. Thos. Nelson 
& Sons, 385 Madison Ave., New York 17; Parkside Works, Dalkeith 
Road, Edinburgh 9; 3 Henrietta St., London, W.C.2, 1950. 


This fine volume, conceived by Portmann and executed by 
authors skilled and experienced in each anatomic area of their 
discussion, may well be termed a masterpiece of modern 
radiologic and isotopic therapy. Those familiar with the per- 
sonalities and capabilities of the various authors will recog- 
nize each as preeminent in his field. The array of author talent 
is so extensive that it is presumptuous and perhaps impossible 
for one to select several chapters for more intensive review. 
Thorough coverage of one area of proved radiotherapeutic 
values—the female pelvis—rightfully takes about one seventh 
of the book, with six chapters on different anatomic sites, for 
example, Kaplan on disease of the ovary, Caulk on trans- 
vaginal roentgen therapy, Corscaden on interstitial radium 
therapy of the uterine cervix, Ernst on intracavitary radium 
for cancer of the cervix, Arneson on the treatment of benign 
and malignant diseases of the body of the uterus and the Los 
Angeles group of Costolow, Meland and Nolan on diseases 
of the external genitalia. One of the most impressive chapters 
is by Leucutia, who offers a 100 page dissertation on the 
radiotherapeutic treatment of diseases of the skeletal system, 
joints and soft tissues. It is well illustrated and documented 
with case histories, to which have been added an engaging 
text and a voluminous bibliography. Douglas Quick provides 
two excellent chapters on the treatment of intraoral malignant 
disease and care of patients receiving radiation therapy. This 
last chapter is most practical. After general consideration of 
the psychology of the cancer patient, the relations with the 
patient’s family and the family physician, Quick proceeds to 
expand on general and specific constitutional problems and 
their management, medication to combat infection, irradiation 
sickness, pain and local measures for cancerous manifestations 
at various sites. The contents are practically encyclopedic 
in coverage, to which an excellent index attests. The printing 
and paper make the text easy to read; the lack of verbosity 
is pleasing; the authoritative knowledge is comforting and dis- 
criminating. It is the voice of radiotherapeutic experience and 
useful to those who have grown up in this specialty as well as 
to the neophyte. 


Clinical Examination of Patients with Notes on Laboratory Diagnosis. 
By John Forbes, M.D., M.R.C.P., Physician to Wrexham Hospitals, and 
W. N. Mann, M.D., F.R.C.P., Assistant Physician to Guy’s Hospital, 
London. Cloth. $4.50. Pp. 323, with 60 illustrations. Williams & Wil- 
kins Company, Mount Royal and Guilford Aves., Baltimore 2, 1950. 


This comparatively brief book contains 15 chapters on clini- 
cal examination of patients. After a short introduction to orient 
the reader, the authors discuss history taking, general physical 
examination, the skin, cardiovascular system, respiratory sys- 
tem, alimentary system, genitourinary system, central nervous 
system, abnormal psychological states, the eyes, ears, nose and 
throat, bones, joint and muscles, laboratory investigations and 
diagnosis, the latter chapter being even more brief than the 
introduction and intended apparently only to serve as a means 
of pointing to the significance of the information in the previ- 
ous chapters. The authors apparently have made no attempt 
to cover in detail all aspects of the clinical examination of 
patients but through brevity probably have developed a book 
of more interest to the medical student and general practitioner 
than might otherwise have been obtained. For details the 
reader, in some instances, will have to look elsewhere, but this 
does not detract from the quality of the material that is offered. 


The reviews here published have been prepared by competent authorities 
stat 


Colorimetric Determination of Traces of Metals. By E. B. ‘a 
Ph.D., Professor of Analytical Chemistry, University of Minnesota, M 
apolis. Volume III, Chemical Analysis: Series of Monographs on 
Analytical Chemistry and Its Applications. Editors: Beverly L. Clarke 
and I. M. Kolthoff. Second edition. Cloth. $9. Pp. 673, with 85 illus- 
trations. Interscience Publishers, Inc., 250 Fifth Ave., New York 1; 
Interscience Publishers, Ltd., 2a Southampton Row, London, W.C.1, 1950. 


This book is part of a series of monographs on analytical 
chemistry and its applications. It is divided into two sections, 
one dealing with the generalities of colorimetric trace analysis 
and the other treating in much detail specific analyses. In the 
section dealing with trace analysis are included methods used 
and precautions to be observed, the general methods employed 
in separation and isolation of trace elements, the use of col- 
orimetry and spectrophotometry in the analysis of trace ele- 
ments and a brief discussion of the commoner colorimetric 
reagents used in trace analysis. 

The second section of the book is divided into 45 chapters, 
each of which is devoted to a particular element or class of 
elements. Most of these chapters include specific methods for 
the separation from possible contaminants of the element being 
discussed, several alternate methods for the determination of 
the element and, finally, a section on various special applica- 
tions. This last section of most of the chapters gives detailed 
procedures for the determination of trace elements in biologic 
materials. It is especially this portion of the book that will be 
of interest to medical workers doing research in the various 
fields of trace elements. The book is generously supplied with 
appropriate references to the original literature. It contains both 
author and subject indexes. 


You’re Human, Too! By Adele Streese 


man, M.D. Cloth. $3. Pp. 
206. Coward-McCann, Inc., 2 W. 45th St., New York 19, 1950. 


Excellent general advice is concentrated in the first chapter, 
which deals with neurotics, but it is also generously scattered 
throughout the book. The author, with her background of 
experience in psychiatry and psychosomatic medicine, writes 
with assurance and clarity, and the genesis of neuroses is de- 
scribed in terms that can be readily appreciated by the average 
layman. 

That seeds of murder are within all persons, just as are the 
seeds of so many other types of conduct that are classified as 
antisocial, is demonstrated in the second chapter. Similar treat- 
ment is accorded subjects such as suicide, homosexuality, gam- 
bling, stuttering and alcoholism. Especially appropriate is a 
chapter dealing with the three words revolutionary, reactionary 
and liberal, which are applied so casually and carelessly today. 
There is an illuminating discussion of politicians in another 
chapter. In the final chapter the author points out how ex- 
tremely abnormal “normal” man may be. She shows that the 
formation of what are accepted today as normal attitudes is 
due largely to influences in childhood and expresses the belief 
that, with better understanding, future standards of normality 
will be on a higher level. Case histories are employed frequently 
to illustrate and emphasize discussions. This book can be recom- 
mended to physicians as well as their patients. 


The 1950 Year Book of and Gynecology (August, 1949-July, 
1950). Edited by J. P. Greenhill, B.S., M.D., F.A.C.S., Professor of 
Gynecology, Cook County Graduate School of Medicine, Chicago. 
Cloth. $5. Pp. 570, with 108 illustrations. The Year Book Pub- 
lishers, Inc., 200 E. Illinois St., Chicago 11, 1950. 


The editor reviews the progress made in obstetrics and 
gynecology during the past 10 years in a short introductory 
chapter, excellently handled. The rest of the text follows the 
conventional pattern of this series by presenting short abstracts 
of the literature published during the past year and considered 
most important by the editor. The book is of value to those 
who wish a quick critical review of recent contributions to 
obstetrics and gynecology in a compact form. 
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Electroencephalography: A S on Its Various Aspects. By 
W. A. Cobb, and others. Edited by Denis Hill and Geoffrey Parr. 
Cloth. $13. Pp. 438, with illustrations. [The Macmillan Company, 60 
Fifth Ave., New York 11]; Macdonald & Co. (Publishers) Ltd., 43 Lud- 
gate Hill, London, E.C.4, 1950. 


| 


The recording of elec phic tracings in patients 
with epilepsy, intracranial tumors and cerebral trauma, as well 
as in some psychiatric states, is now a standard diagnostic pro- 
cedure in all medical centers. Equipment of a relatively uniform 
type is available, and there is a large body of scientists who 
have been trained to operate the complicated apparatus and 
to interpret the results. Although Caton may have shown that 
there were electric discharges from the brain as early as 1875, 
it was not until 1928, when Hans Berger published his first 
paper, that elec lography was put on a sound basis. 
Even Berger’s work was not fully ‘appreciated as a Clinical tool 
or as an accepted physiological phenomenon until 1934-1935, 
when the proof that the rhythms obtained by Berger originated 
in the brain was supplied by Adrian and Matthews. In July 
1947, a group of representatives of various countries met in 
London and organized an international journal, Electroen- 
cephalography and Clinical Neurophysiology. Two years later, 
in September 1949, the International Federation of Electroen- 
cephalographic Societies was formed in Paris, sponsored by 
the United Nations Educational, Scientific and Cultural Organi- 
zation. Thus, elec h now have an interna- 
tional society and a journal specially devoted to the subject. 

The last 15 years, therefore, may be said to encompass the 
period of practical application of elect to 
medicine. Much of this work has been done as the result of 
E. D. Adrian’s stimulating activity in Great Britain, and the 
present book, emanating from England, reflects the impetus 
given to the subject by Adrian and his associates. 

The largest portions of the book are written by W. Grey 
Walter, of the Burden Neurological Institute, Bristol, England, 
who covers the subjects of equipment and technic, interpreta- 
tions, normal rhythms and the changes seen in epilepsy. Physi- 
ology, biochemistry and pharmacology, as related to the electric 
activity of the cerebral cortex, are considered by others. Further 
chapters are concerned with the ‘brain wave’ abnormalities seen 
in patients with intracranial tumors, cerebral trauma and psy- 
choses. El , therefore, is fully considered in 
this comprehensive “monograph, the first in English to envisage 
all aspects of the subject, both scientific and clinical. Much of 
the material presented will not be particularly understandable 
to the average physician, but the important parts for him lie 
in the clearly written chapters on disease of and injury to the 
central nervous system as disclosed by abnormalities in the ac- 
tion potentials of the brain, in the splendid illustrations, some 
of them in color, and in the useful bibliography. 

This is a fundamental and important text, which reflects the 
great advances made in the subject since 1935. One adverse 
criticism might be made, and that a mild one. It is interesting 
to note in a book coming from Britain that so much medical 
slang has crept into the text. Authors mention “A perfect illus- 
tration,” a “cell potential set-up,” and even Adrian, in his 
preface, mentions “a positive Babinski reflex,” as if Babinski’s 
sign could ever be “negative.” This should not be construed as 
an adverse factor in the use of such a splendid publication. 
Since it is the outstanding contribution to the subject at the 
present time, when elect halography is becoming more 
and more useful each day, the book should be in all medical 
libraries and hospitals. 


Therapeutic Radiology. By George Winslow Holmes, M.D., Radiologist, 
Waldo County General Hospital, Belfast, Maine, and Milford D. Schulz, 
M.D., Radiologist, Massachusetts General Hospital, Boston. Cloth, $7.50. 
Pp. 347, with 121 illustrations. Lea & Febiger, 600 S. Washington Sq., 
Philadelphia 6, 1950. 


The comprehensive title of this small volume is not 
reflected in its pages. A more definitive title would be “Roent- 
gentherapeutic Methods Now Pursued at the Massachusetts 
General Hospital, Boston.” The preface states these limita- 
tions accurately. Now that therapeutic radiology includes the 
use of beta and gamma irradiation at various voltages of 
gamma x-ray and many different radium procedures and even 
artificial radioactivity, one could hope for more under the 
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book’s title. Mention of radium therapy is meager except 
for a few pages on authoritative radium methods for carcinoma 
of the cervix. Again, there is a tinge of apology in the obser- 
vation that “radiation as a curative measure is limited to a 
rather small group of patients, and this group is becoming 
smaller as medicine and surgery advances.” An accusation 
that the authors seem to avoid discussion of the comparative 
values and methods of radium therapy in oncology is supported 
by this remark in the preface: “Whenever radium and x-ray 
seem to be alternative procedures the method described has 
been the one using roentgen therapy.” 

There is every evidence that the success of the author's 
methods in roentgen therapy have been excellent as witnessed 
by case reports and ample supporting illustrations. Through- 
out the book protective devices are stressed and the penalties 
for failure to use them are described and pictured. The intro- 
duction and early history chapter is good reading and carries 
a well chosen bibliography. The chapter on elementary physics 
is only a brief review. The chapter on the effects of roentgen 
rays on living tissues and more complex organisms is splendid. 
Color illustrations show both acute and chronic roentgen reac- 
tions of the skin. This and the following chapter, on treat- 
ment planning and execution, make the book worth while 
and reflect the clinical conscience of the authors. 


Navajos, Gods and Tom-Toms. By S. H. Babington, M.D., F.I.C.S. 
Cloth. $3.50. Pp. 246. Greenberg, Publisher, 201 E. 57th St., New 
York 22, 1950. 


The Navajo Indians long have interested historians of this 
country and have provided continued topics of conversation for 
tourists and for the younger members of the population who 
are curious about the lives and activities of Indians. This book 
offers an interesting account of the lives of the Navajos. The 
18 chapters are packed with facts that should tickle the literary 
palate of almost any physician, especially if he wishes to know 
of the rites and celebrations of the Navajos and the healing 
ceremonies of the medicine men. The use of ample illustra- 
tions aids the author in picturing his subject. While some of the 
material is concerned with the flora and fauna of the region 
and its history, it is so well woven into discussion of the 
aborigines and the Navajos themselves, including their philos- 
ophy, dances and rituals, that it provides not only an analytical 
appraisal of this section of the Southwest but also a provoca- 
tive account of Indian life and habits. 


Biological Standardization. By J. H. Burn, 
in University of Oxferd, Oxford, D. J. Finney, Lecturer in Design an 
Analysis of Scientific Experiment in University of Oxford, and L, >. 
Goodwin, Second edition. Cloth. $6.75. Pp. 440, with 77 illustrations. 
Oxford University Press, 114 Sth Ave., New York 11; Amen House, War- 
wick Sq., London, E.C.4, 1950. 


This is an excellent handbook for the student of pharma- 
cology that develops historically the necessity for biologic 
standardization of various drugs, the test methods that may be 
used and the methods of statistical analysis of the results 
observed. Despite the brevity of the text, the information con- 
tained is fairly complete and may be supplemented by the 
plentiful bibliographic references. Various hormones and digi- 
talis preparations, vitamin D, curare-like compounds, local 
anesthetics and other drugs are considered in some detail. The 
section on statistical analysis is skilfully developed and attempts 
to give the background for the statistical formulas necessary 
for the analysis of biologic experimentation. The author empha- 
sizes that proper design of experimentation often requires con- 
sultation with a statistician during the stage of preliminary 
planning rather than after data have been accumulated. 


Vernal Conjunctivitis. By M. N. Beigelman, M.D., Clinical Professor 
of Surgery (Ophthalmology), University of Southern California School of 
Medicine, Los Angeles. With Foreword by Sir W. Stewart Duke-Elder, 
K.C.V.O., D.Sc., M.D. Cloth. $6. Pp. 430, with 49 illustrations. Uni- 
versity of Southern California Press, 3518 University Ave., Los Angeles 7, 
1950. 


This is a rare and all-inclusive monograph of a disease entity. 
In view of the bibliography of some 600 works, it is fair to 
assume that, as a busy practicing ophthalmologist, the author 
has considered this life project as a labor of love. 
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Surgery: Orthodox and Heterodox. By Sir William Heneage Ogilvie, 
K.B.E., D.M., M.Ch., Surgeon, Guy’s Hospital and Royal Masonic Hos- 
pital, London. Cloth. $4. Pp. 241, with 30 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 48 Broad St., Oxford, England; The 
Ryerson Press, 299 Queen St., W., Toronto 2B, 1950. 


This book is a collection of some of the addresses delivered 
by the author. Although the title of the work is a good one, 
it does not apply to the text presented, with the exception of 
that section on orthodoxy and heterodoxy in surgery. In the 
main, the contents are jumbled, showing a lack of planning, 
organization and purpose. It seems as if many subjects were 
merely thrown together at random. In the section “British and 
Continental Surgeons” the author states that “the opinions of 
foreigners are rarely well enough informed,” and, in the very 
next section, on “The American Surgeon,” he takes it on him- 
self to caustically comment on American surgeons and sur- 
gery. He considers as adverse the Halsted tradition, referring 
to Halsted as “an aloof personality,” yet he states that he never 
met Halsted. He bases his opinions on observations made on 
the works of men trained by Halsted. One wonders why Ogilvie 
would criticize the Halsted technic, the Halsted tradition and 
the surgeon himself without having any personal knowledge 
whatsoever of these subjects. The American students’ and sur- 
geons’ textbooks are described by Ogilvie as “consisting of a 
very thin skeleton of facts clothed in a large body of verbiage 
and pseudo-science.” The author speaks of “verbiage,” although 
the following direct quote, taken from page 68 of this work, 
represents an outstanding example of this fault: “Where these 
men worked one finds a tendency to treat their ‘footprints on 
the sands of time’ as shell-holes to be defended against all 
comers and re-excavated when they crumble, rather than as an 
indication of the direction in which they were travelling, of the 
path they were tracing when they fell; one to be followed to its 
end or as near it as each explorer can get, leaving the actual 
prints to be filled in as the sands are trampled round them by 
the eager throng.” 

In the section on delay in surgery, the author states, “The 
decision is materially hastened by giving fluids by the mouth. 
If there is an obstruction, the vomiting will be made more 
insistent, but the diagnosis will be the more easily established.” 
Such teaching is to be wholeheartedly condemned, since it not 
only increases the discomfort of the patient but may aggravate 
the underlying pathological condition. One of the most errone- 
Ous statements is to be found in the section on misleading lead- 
ing symptoms on page 123 where one reads: “Vomiting, 
abdominal distention, and constipation in an old person usually 
mean obstruction from cancer of the colon.” It is a well known 
fact that vomiting not only is a late symptom but usually is 
absent in large bowel obstructions. The modern surgeon and 
anesthetist would not agree with the statement that “in the early 
and liberal use of morphia we have one of the chief safeguards 
against most of the evils which follow abdominal immobiliza- 
tion.” Morphine is considered distinctly dangerous and is used 
only as a last resort. Throughout the entire work, one is 
impressed with the numerous innuendos and sarcastic remarks, 
which detract materially from the text. As stated, the title of 
this work is a misnomer, and the subject material is of little 
value to the student, the surgeon or the casual reader. 


Problems in Cerebellar Physiology. By G. Moruzzi, M.D., Professor and 
Head of Department of Physiology, University of Pisa, Pisa, Italy. Cloth. 
$3.25. Pp. 116, with 15 illustrations. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, 
Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 299 Queen St., 
W., Toronto 2B, 1950. 


In this scholarly monograph, the author summarizes present 
knowledge of the functions of the cerebellum, particularly its 
anterior lobe, in the light of recent experiments. While past ex- 
periments have brought out the inhibitory influence of this 
organ on postural tonus, especially in birds and lower mam- 
mals, it now appears that the organ also exerts a facilitating 
influence on postural tonus in higher mammals. This difficult 
subject is presented with admirable clarity. The book will un- 
doubtedly find a place on the list of required reading for every 
neurologist. 
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A Textbook for Students and Practitioners 

of Pediatrics, Surgery & Radiology. By John Caffey, A.B., M.D., Profes- 
sor of Clinical Pediatrics, College of Physicians and Surgeons, Columbia 
University, New York. Second edition. Cloth. $22.50. Pp. 862, with 
1039 illustrations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 
11, 1950 


It is doubtful whether there has been another book on roent- 
genographic diagnosis by someone not a radiologist that has 
provided such satisfaction to clinical pediatrician and radiolo- 
gist alike. The book is a source of unusually full clinical de- 
scriptions of cases encountered in pediatric practice. This edi- 
tion is greatly improved, revised and enlarged. The number 
of illustrations is nearly doubled as is the text material. The 
print is now in two columns, which makes the page easier to 
read. There are so many new titles and descriptions of nutri- 
tional and endocrine disturbances of children, as reflected on 
the roentgenogram, that one searches in vain for some omis- 
sion. Since the first edition was published in 1945, it is amaz- 
ing how much has been added clinically and radiologically to 
the understanding of both the congenital and the childhood 
diseases, deformities and growth reflections. Caffey’s new edition 
covers all these advancements. Those who have been satisfied 
with the first edition will be amazed, pleased and rewarded with 
this fine new book. One wonders how any radiologist, pediatri- 
cian or library student can be without it. 


Selected Studies on Arteriosclerosis. By Rudolf Altschul, M.U.Dr., Pro- 
fessor of Histology, University of Saskatchewan, Saskatoon, Canada. 
Cloth. $5.50. Pp. 182, with 79 illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2 B, 1950. 


This well illustrated and pleasantly written book presents a 
collection of various studies on arteriosclerosis on experimental 
and human material. It, therefore, does not present, as stressed 
in the preface, a complete review of the entire field of arterio- 
sclerosis but primarily the significant findings of the author in a 
difficult field. The author is a morphologist, and most of the 
work is devoted to histological alterations to gain insight into 
the morphogenesis of arteriosclerosis which, as Altschul em- 
phasizes, is at present still a controversial subject. He describes 
the regression of vascular endothelial cells to a mesenchymal 
stage associated with a migration of such cells from the sur- 
face into the deeper layers and also reports an inward migra- 
tion of smooth muscle cells which also become dedifferentiated. 
The morphological response of various organs to hypercholes- 
teremia is analyzed, and species differences in experimental 
cholesterol arteriosclerosis are pointed out. In addition, the 
morphological results of experimental administration of cho- 
lesterol derivatives are described The book will be of great in- 
terest to any student of the complex field of arteriosclerosis. 


Diagnostic Roentgenology. |[ wal Pages for Volumes I and II.) 
Edited by Ross Golden, M.D., Professor of Radiology, College of Physi- 
cians and Surgeons, Columbia University, New York. Loose-leaf. Paper. 
$12. Various pagination, with illustrations. Thos. Nelson & Sons, 385 
Madison Ave., New York 17; Parkside Works, Dalkeith Road, Edin- 
burgh 9; 3 Henrietta St., London, W.C.2, 1950. 


These chapters are welcome additions to the high standard of 
this monumental work. The author’s qualifications are excel- 
lent, and the basic foundations of his work are well grounded. 
The material is excellent and well presented. It is primarily 
a reference work but is almost an atlas in character. The re- 
productions are excellent. The manuscript while not extensive 
is extremely good. The format is acceptable with pleasing type 
and magnificent illustrations. The style of writing is conducive 
to easy reading, and the accuracy of the author’s statements is 
unquestioned. Some of the more interesting and instructive 
sections are endocrine disturbances affecting skeletal growth 
and maturation; dystrophies of bone; osteoporosis; A and D 
hypervitaminosis; diseases of hematopoietic and reticuloendo- 
thelial systems; infections of bone; arthritis; aseptic necrosis of 
bone; osteochondrosis; caisson disease; myositis ossificans and 
bone tumors. The index is especially helpful. The chapters 
should be of great instructional value to roentgenologists and 
orthopedic surgeons. 
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Physiologie und Pathologie des -wechsels als Grundlagen 
der Ikterusforschung. Von Dr. Med. et Phil. Habil. Tr. Baumgiirtel. 
Cloth. 27 marks. Pp. 271, with 2 illustrations. Georg Thieme, Diemer- 
shaldenstrasse 47, (14a) Stuttgart O, 1950. 


New concepts of the physiology and pathology of the bil- 
irubin metabolism are presented in this monograph, which is 
dedicated to the memory of Hans Fischer, one of the pioneers 
in this complex field. Historical aspects are well and compre- 
hensively covered, and the Anglo-American literature is given 
full consideration. The biochemistry of the blood and bile pig- 
ments, as well as the pathogenesis of jaundice, are discussed. 
As related to the problem of jaundice, the histopathology of 
the liver, the hepatic function tests, the physiology of the biliary 
tract and animal experimental studies, as well as clinical and 
therapeutic applications, are presented. The significant original 
work of the author, previously published, forms the starting 
point of most of the considerations or conclusions. He empha- 
sizes the difference between stercobilinogen and urobilinogen. 
The former is considered the result of transformation of biliru- 
bin by intestinal bacteria in the colon where it is in part ab- 
sorbed through the hemorrhoidal plexus. It causes the urobili- 
nogen reaction in the urine of normal patients or those with 
increased hemolysis. In contrast, urobilinogen is formed in the 
intra- and extrahepatic bile passages by hepatogenic enzymes. 
Urobilinogen thus occurs in bile but not in the colon. If it 
leaks back into the blood stream in excessive amounts, it 
causes the high urobilinogen reaction in the urine of icteric 
patients. The author believes he has evidence that the disap- 
pearance of hepatocellular glycogen causes the regurgitation of 
bilirubin and urobilinogen, and he considers, therefore, that 
only “glycogenotoxic” hepatic injuries lead to jaundice. Some 
of Baumgirtel’s conclusions (e. g., the absence of urobilinogen 
from the colon) cannot be well reconciled with well established 
clinical observations and would tend to invalidate some of the 
valuable diagnostic procedures currently used. Not everybody 
would follow him in many of. his conclusions. His book 
underscores the fluid state of our present knowledge of the bile 
pigment metabolism, but, especially in view of the contributions 
of the author, the book adds significantly to the information 
availabie so far. 


Society 

a Few Contemporaries. By J. Roy Jones, 

M.D. Cloth. $5. Pp. 505, with 32 illustrations. to Society 

for Medical Improvement, Sacramento; distributed by Premier Publica- 
tions, Ltd., 700 9th St., Sacramento 14, 1950. 


Gold was discovered near Sacramento in January 1848. In 
the next few years, Sacramento changed from a small village to 
a teeming mining center of the foothills of the Sierra Nevada 
Mountains. Among the many persons drawn by the lure of 
gold was a comparatively large number of physicians. They 
came from all parts of the country and even from foreign 
countries. They had diverse educational and professional back- 
grounds. Because of these unusual circumstances, Sacramento 
early became an important medical center in the rapidly grow- 
ing state of California. The medical problems were largely 
those of the day and were aggravated by the primitive living 
conditions. Thus, there was a serious cholera epidemic in 1849. 

The first medical society in California was the Medico- 
Chirurgical Association of Sacramento, which was founded in 
1850. This illustrates the rapid maturity that characterized Cali- 
fornia medicine. Dr. Jones traces the medical developments of 
the area from that point to the present time. After the first 
hectic days of the gold rush subsided and Sacramento became 
a stable community, medical development paralleled that of 
the rest of the country. The author weaves this growth inter- 
estingly into the fabric of general development of a rapidly 
growing community and recounts the important part it played in 
medical progress in California. He devotes a large portion of 
the book to the development of public health, hospitals and 
health insurance plans. There are extensive biographies of the 
principal figures. This is a work of much importance to those 
who are interested in the medical history of California and par- 
ticularly that part of it that centers about Sacramento, the capi- 
tal of the state. 


J.A.M.A., March 31, 1951 


Annual Review of Microbiology. Volume IV. Charles E. Clifton, editor, 
Sidney Raffel and H. Albert Barker, associate editors. Cloth. $6. Pp. 383. 
Annual Reviews, Inc., Stanford, California, 1950. 


Probably the most interesting subject incorporated in this 
excellent volume is the “immunology of the human mycoses,” 
an extensive review that covers the period of approximately 
1910 to 1950. Although there is a paucity of immunologic data 
in medical mycology, such studies do contribute to the diag- 
nosis, prognosis and therapy of the systemic mycoses. 
immunology of the superficial or “ringworm” fungi is more 
limited, because of the lack of circulating antibodies. The sec- 
tion on electron microscopy emphasizes the need for more 
fundamental research in this technic. While recognition is given 
to the advances made in this field, the limitations of the instru- 
ment, the inadequate correlation of data, the lack of confirma- 
tion of observation by independent workers and the inaccuracy 
of current technics are noted. 

A short chapter on the constituents of mycobacteria reviews 
the methods for the isolation of the lipid, carbohydrate and 
protein fractions of that group of micro-organisms and the 
chemical, antigenic, immunologic and physical properties of 
the various fractions. Also included are reviews on bacterio- 
phages, mutualisms in protozoa, bacterial metabolism, newer 
antibiotics, genetics of micro-organisms, genetics of viruses, 
research on aquatic Phycomycetes, bacterial resistance, chemo- 
therapy of viral and rickettsial infections, antibiosis in relation 
to plant diseases, immunologic reactions in viral diseases, tula- 
remia and brucellosis and the influence of nutrition in experi- 
mental infection. More than 100 references are cited for the 
majority of the subjects included in this volume. 


Feelings and Emotions: The Mooseheart Symposium [1948] in Coopera- 
tion with The University of Chicago. Anton J. Carlson, President-of- 
Honor, Martin L. Reymert, General Chairman, James G. Miller, Cochair- 
man. Edited by Martin L. Reymert, Ph.D., Director of Research, Loyal 
Order of Moose, Mooseheart, Ill. McGraw-Hill publications in psychology. 
Cloth. $6.50. Pp. 603, with illustrations. McGraw-Hill Book 
Inc., 330 W. 42nd St., New York 18, 1950. 


The committee responsible for the selection of papers in 
this book consisted of Prof. Anton J. Carlson, Dr. Herbert 
Langfeld, Dr. James G. Miller and Dr. Martin L. Reymert. 
Comprehensive surveys of the contemporary experimental work 
by outstanding scientists of international renown are presented, 
covering the important contributions in the fields of psychiatry, 
psychology and their related fields, since the presentation of 
the Wittenberg Symposium on Feelings and Emotions in 1927. 

The book consolidates material that would otherwise be 
available only from a large number of sources. Chapters are 
devoted to the psychology of feelings and emotions in the 
study of personality and child development, clinical psychology 
and psychiatry, education, aesthetics, anthropology, interna- 
tional relations and the problems of industry. 

Many of the contributions have been unquestionably of 
tremendous importance to the development of psychology in 
the past 20 years and indicate roads to future progress in the 
study of the mind. 


A Companion to Manuals of Practical Anatomy. By E. B. Jamieson, 
M.D. Seventh edition. Cloth. $3.50. Pp. 736. Oxford University Press, 
114 Sth Ave., New York 11; Amen House, Warwick Sq., London, 
E.C.4, 1950. 


This excellent and authoritative book makes its welcome ap- 
pearance in another edition. There are few changes as compared 
to the previous edition with regard to scope, general arrange- 
ment and substance. Despite the fact that there is not a single 
illustration in this book, it does not lack interest. The last sec- 
tion deals with development, and the author states that it has 
been used against the counsel of his advisers. One should con- 
gratulate him for not deleting this all important and ofttimes 
neglected phase of anatomy. 

The book is small, and, although the print is somewhat 
dwarfed, it is still completely readable. For rapid reference and 
condensed authoritative information, this work stands out as a 
unique contribution to the field of practical anatomy. It can 
be recommended highly to those interested in the subject. 
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QUERIES AND MINOR NOTES 


POSTOPERATIVE CARE 


To THE Epiror:—Z/ would like information on the part played 
by potassium and sodium, nitrogen retention and electrolyte 
acid-base balance in postoperative care. M.D., New York. 


ANSWER.—Categorical statements as to the part played by 
these elements in postoperative care obviously are restricted by 
the many varying conditions that accompany operation on a 
given patient. For example, preexisting sepsis, malnutrition and 
cardiorenal disorders or dehydration, acidosis and even coma 
may greatly modify the role played postoperatively by the 
items mentioned in the inquiry as compared with the part they 
play after an elective operation on a patient in good condition. 
All that follows, therefore, is subject to this limitation. 

1. Maintenance of blood volume, which normally is about 
70-85 ml. per kilogram of body weight, depends primarily on 
adequate amounts of plasma protein and an adequate volume 
of extracellular fluid (normally about 120 ml. per kilogram). 
The electrolytes in both blood and extracellular fluid are pre- 
dominantly sodium chloride and bicarbonate. The protein con- 
centration of extracellular fluid is only 0.5-1.0 per 100 ml. 
Intracellular fluid contains large amounts of protein and potas- 
sium phosphate as the predominant electrolyte. 

2. Management of the uncomplicated surgical case presents 

few problems in fluid balance or in nutrition, for these patients 
customarily resume oral fluid intake one or two days after 
operation. Indiscriminate use of isotonic sodium chloride can 
be dangerous. Also, the sum of metabolic insults imposed by 
anesthesia, surgery and the disease itself may result in a de- 
creased blood volume, increased extracellular fluid and reten- 
tion of salts, even in simple operations on healthy persons. In 
general, the average patient should be given 2,500-3,000 ml. 
of 5 per cent dextrose in water daily, intravenously, and no salt 
postoperatively when oral intake is to be resumed in one or 
two days. 
- Where there is loss of gastrointestinal tract secretion, as 
through Levine tube drainage, replacement may be made 
quantitatively with 0.9 per cent sodium chloride solution intra- 
venously. However, with diminished fluid intake or prolonged 
and voluminous fluid and electrolyte loss some days before 
operation, body needs must be estimated by actual measure- 
ments and the patient watched with especial care. 

Degrees of cardiorenal disease, for which the normal patient 
appears to be making adequate compensation, may lead to un- 
predictable renal retention or excretion of electrolytes under 
the stress of disease. 

The body usually maintains relatively normal concentrations 
in the presence of a reduction in total amounts. For instance, 
the average patient with a prepyloric or duodenal ulcer, coming 
to operation, has a measured blood volume deficit of 700-900 
cc. (13-16 per cent), while the hematocrit reading is about 38-40 
per cent and hemoglobin 75-85 per cent. All these patients are 
losing nitrogen (negative nitrogen balance). Parenterally admin- 
istered amino acids are helpful. Intravenous administration of 
fat emulsions offers considerable augmentation of caloric intake. 
Oral intake of food, however, is still the most efficient. The 
addition of 15 per cent dextrose solution to 5 per cent pro- 
teolysate solution may be helpful because of the protein-sparing 
action of the dextrose. The type of electrolyte replacement may 
vary with each patient and each disease. 

Loss of gastric secretion, in general, results in loss of more 
chloride and acid, with production of alkalosis. However, a 
young man with high gastric acid will suffer a more severe 
alkalosis than an aged achlorhydric man. Loss of bile, pancre- 
atic juice and small bowel secretion leads to acidosis, as does 
massive diarrhea. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contaia the writer’s 
name and address, but these will be omitted on request. 


In general it can be said that potassium, the electrolyte being 
most actively investigated at the moment in these matters, is 
lost in increased amounts after operation (J. A. M. A. 144:1160 
[Dec. 2] 1950); also that sodium both postoperatively and pre- 
operatively, in surgical conditions will cause edema on a lower 
sodium intake than normally, particularly in the presence of 
hypoproteinemia. 

Failure of the kidney to conserve potassium, even in the 
starving patient, is an added complication. Sodium and chloride 
excretion may drop to a mere trace, while the daily urinary 
potassium loss in urine may be still 0.5-1.0 Gm. (normal, 2.53 
to 3.04 Gm. according to Sunderman). Added to this may be 
the loss of 1 to 2 Gm. daily in 1 to 2 liters of gastric or intes- 
tinal drainage in the patient with tube drainage, emesis or 
fistulas. 

The factors responsible for electrolyte imbalance and nitro- 
gen loss appear to be, in some degree, under hormonal control. 
The adrenal cortical secretions are undoubtedly concerned, but 
exact mechanisms remain unknown. For practical purposes 
these critical fluid balance problems must be met by use of 
the measures outlined above. 

Administration of potassium should be reserved for patients 
with low serum potassium, who usually have been malnour- 
ished. Potassium solutions should not be given to the anuric 
or oliguric patient, nor immediately after surgery, until adequate 
urine output is established. 


HIGH BLOOD SUGAR WITHOUT GLYCOSURIA 


To THE Eprror:—What should be done about a patient with 
a high blood sugar level who is aglycosuric? The patient’s 
fasting blood sugar was 145 mg.; in a half-hour it was 193 
mg., in one hour 193 mg. and at the end of two hours 215 
mg. per 100 cc. Results of all tests for sugar in the urine 
were negative. Should the patient be treated as a diabetic 
with diet and insulin, or should the high blood sugar level 
be ignored? I have treated such patients as diabetics, since 
I felt that a constantly high blood sugar level might favor 
the development of cataract and accelerate the tendency to 
degenerative disease. My impression is that these patients 
are less responsive to insulin than is the classic diabetic. 


M.D., Minnesota. 


ANSWER.—It is fair to assume that, if the blood sugar level 
of the patient mentioned in the question were to be elevated 
sufficiently, sugar would appear in the urine. In other words, 
one would appear to be dealing with a person with mild diabetes 
whose “renal threshold” is well above that of the average per- 
son. Such a condition is encountered frequently in middle- 
aged and elderly patients with diabetes, particularly those with 
arteriosclerosis and renal impairment. The so-called renal thres- 
hold depends on three factors: (1) the level of glucose in the 
arterial blood reaching the glomerulus, (2) the rate of glomer- 
ular filtration and (3) the rate of reabsorption of glucose from 
the renal tubules. In patients in whom there is impaired glomer- 
ular function, the amount of glucose finding its way into the 
glomerular filtrate may be well within the capacity of the 
tubules to reabsorb the sugar completely, despite the fact that 
the blood sugar level may be above accepted limits of normal. 

From a practical standpoint, it would seem wise to regard 
such patients as true diabetics and to treat them as such. In 
elderly persons with whom the maintenance of a blood sugar 
level approaching normal may not be expected to bring about 
increase in life expectancy or in whom hypoglycemic reactions 
may influence unfavorably the coronary circulation, treatment 
with insulin need not be imposed, provided the urine is uni- 
formly free of sugar. However, in younger patients, including 
those in the sixth and some in the seventh decades of life, it is 
justifiable and, indeed, may be desirable, to give daily before 
breakfast a small dose of protamine zinc, NPH or globin 
insulin to provide a more reasonable general level of blood 
sugar. 
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In patients such as those under consideration, adequate treat- 
ment with diet should be carried out. This is particularly true 
with obese patients, in whom reduction in weight alone will 
often bring about gratifying improvement in the level of the 
blood sugar. Insulin should not be given in order to allow 
such patients to take an overgenerous diet that will maintain 
their obesity. The dose of long-lasting insulin should be that 
which in general provides a fasting blood sugar in the range 
of 120-140 mg. per 100 cc. It is true that some of the patients 
in the group under discussion may be relatively insensitive to 
insulin, but this is by no means invariably so. 


TRANSPOSITION OF LETTERS IN WRITING 


To THE Epiror:—A girl of 18 has consulted various kinds of 
doctors, usually D.D.S.’s or Ph.D.’s in psychology, and a 
Christian Scientist. An example of what the girl wrote in her 
college examination follows: “A tssue may be defnied as a 
group of smiliar cells which orginate from a cretin part of 
the embryes and whcih preform a parcticlar fnuction.” I 
refused to give her passing grades until I had given her oral 
examinations. She did very well. The college, however, will 
probably not allow this for a degree. She simply cannot write. 
Medically what is wrong? She speaks very well, slow—quite 
poised. Her parents may want to refer her to a doctor. What 
specialty is suggested? Ph.D., Illinois. 


ANSWER.—Every person who has mental quirks such as are 
evidenced by the befuddled transposition of letters by the patient 
described would appear to be hopelessly doomed to failure 
in education. This is far from being the true picture. Almost 
without exception these bizarre mental processes can be cor- 
rected. The problem is complex; an investigation of the problem 
should be made from every point of view. One would like to 
know when and under what circumstances the symptoms first 
appeared. Also, it is advisable to determine what treatment was 
instituted at that time. A complete history is required: physical 
and mental examinations; social investigations; especially the 
home environment; educational achievement; habits of study 
and recreation and special abilities or disabilities. Special atten- 
tion should be paid to the senses primarily concerned in learn- 
ing, by specialists in the various fields, such as ocular, auditory 
and vocal functions. An encephalogram should be made. A con- 
ference should be held after the investigators in the various 
spheres of interest have examined the girl. The findings of the 
conference should determine treatment. 

The confusion in this girl’s writing and spelling is merely a 
symptom within a syndrome and a result of all abnormal factors 
that affect her—physical, emotional or educational. These fac- 
tors are functional, observable, preventable and correctable. 
As the causative factors are corrected the symptoms will most 
likely disappear. 


WATER SOFTENER 


To THE Epiror:—/ am considering installing a water softener 
called the permutit® system. | wonder about the possibility 
of disturbing body chemistry—producing an alkaline urine 
and thus favoring the formation of phosphatic stones. 

A. L. Jones, M.D., Wheeling, W. Va. 


ANSWER.—The permutit® system usually employs water 
softeners of the cation exchange type in which the calcium 
and magnesium responsible for “hardness” are replaced by 
sodium. The amount of sodium in the softened water would 
thus depend in part on the degree of hardness originally, and 
analysis of the treated water would have to be made to pro- 
vide exact values. It would be expected that the amount of 
sodium in treated water would be of no physiological impor- 
tance. There is no good or statistically reliable evidence that 
ingestion of large amounts of sodium, as in the Sippy regimen, 
is important in forming phosphate stones, though the theory 
is rational, particularly if the fluid intake is not kept high. For 
industrial purposes, sodium-free soft water can be obtained by 
use of the hydrogen type zeolite exchangers. 


J.A.M.A., March 31, 1951 


METALLIC COATINGS TO THE ENTIRE BODY 


To THE Epitror:—/s there any risk involved in the use of 
glycerin mixed with bronze powder on the bodies of gym- 
nasts in the performance of “statues” during a 30 minute 
period? Is there any substitute you would suggest? 


Raymond T. Houle, M.D., East Hartfu.d, Conn. 


ANSWER.—Traditionally, if not historically, a number of 
deaths have occurred from the application of metallic coat- 
ings to the entire body. In ancient pageantry it is presumable 
that the duration of the body coating was much longer than 
the half-hour specified in the query. When vehicles such as 
varnish readily dry on the skin surface, sweating is suppressed 
and excess body heat accumulates. High body temperatures 
have been specified as the cause of death. When a body is 
bronzed, it is little responsive to external heat because of 
reflection from bright metal surfaces. Moreover, heat of the 
body is little disseminated because of insulation. In a measure 
the human body becomes analogous to a thermos bottle. A 
further difficulty arises under some circumstances on removal 
of the coating. The required scrubbing is damaging to the skin. 
In the present instance glycerin is far superior to substances 
that dry. Sweating is not fully inhibited, although some pore 
plugging may occur. Glycerin in full concentration for some 
persons is a skin irritant and, being hygroscopic, extracts water 
from the skin. The risks are somewhat proportional to the 
frequency of such applications, and, in an earlier period among 
vaudeville artists on “five a day circuits,” serious dermatitis 
is said to have arisen. Any manner of body coating of the 
character under discussion cannot be condoned as being physio- 
logical and wholly without undesirable features. If the prac- 
tice is inevitable, some consideration may be given to the 
following points. While poisoning or mechanical damage from 
metal particles is unlikely (although sometimes claimed), it may 
be preferable to substitute finely divided colored plastics, which 
are said to be available in all colors. Instead of glycerin, corn 
syrup or other molasses of proper constituency might be sub- 
stituted. In any event the materials of choice should be those 
least likely to seal skin openings or to promote heat accumu- 
lation in the body and should be fully removable with the 
lowest abrasive effort. The practice of gilding hair as a part 
of the body is particularly pernicious, because of the increased 
difficulty in cleansing. The entire practice is regarded as an 
affront to the skin. 


SUDDEN DEATH WHILE 
LIFTING A HEAVY OBJECT 


To THE Epitor:—A man known to have had a cardiac condi- 
tion and high blood pressure for years suddenly died while 
lifting a heavy object. In the fall he sustained a blow behind 
the ear. No autopsy was held. The death certificate listed 
the cause of death as undetermined. I have been asked 
whether lifting a heavy object could have brought on a fatal 
“heart attack.” May I ask your opinion? 


M.D., Tennessee. 


ANSWER.—It would have helped to know the age of the 
patient, the precise nature of the “cardiac” condition and pre- 
vious response to activity. However, from the information 
available a possible explanation is that, in lifting a heavy 
object, the patient was, in effect, performing a Valsalva ma- 
neuver. In this, one attempts expiration against a closed glottis, 
as one also does in straining to lift a heavy object. The sudden 
production of a decidedly positive intrathoracic pressure leads 
to an acute reduction of inflow to the heart, with pronounced 
fall in cardiac output, blood pressure and, thus, coronary flow. 
In an already diseased heart (especially an arteriosclerotic 
heart) this induced acute coronary insufficiency would be enough 
to produce various ventricular arrhythmias, leading to ven- 
tricular fibrillation and death. (In “bedpan death” of patients 
with coronary artery disease the same mechanism probably is 
responsible.) While this could be the sequence of events in the 
described case, other possible causes could well be responsible. 
From the data given it is impossible to give a definitive answer. 
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ADDICTION TO OPIATES 


To THE Epitor:—A 67 year old man, educated and intelligent, 
with an active business career, had a major coronary occlu- 


tact with his enterprises and made a good adjustment to the 
physical handicap. Two years ago, he had transurethral 
prostatic resection twice, at intervals of a few months, with 
relief of prostatism. At about the time of the first resection 
opiate was administered, and since that time he has been 
taking “%4 grain (15 mg.) of dihydromorphinone (dilaudid®) 
hydrochloride in divided doses daily. He has had cervicobra- 
chial pain and has ample roentgen evidence of cervical 
spondylitis. The patient wants to know whether institutional 
treatment directed toward cure of addiction is advisable. He 
has of his own will maintained this dosage. Would he be 
benefited by an effort to cure the addiction? 


L. M. Lide, M.D., Florence, S. C. 


ANSWER.—In the majority of cases of opiate addiction com- 
plicated by angina pectoris or by healed myocardial infarcts, 
withdrawal of opiates can be carried out without excessive 
danger to the patient. Usually such patients are greatly bene- 
fited by withdrawal. The withdrawal must be carried out in 
an institution where close observation and supervision of the 
patient are possible. 

In the case mentioned, the preferred method of withdrawal 
would involve substitution of 15 mg. of methadone hydrochlo- 
ride four times daily for the dyhydromorphinone (dilaudid®) 
hydrochloride. The methadone should then be withdrawn over 
a period of 20 to 30 days. The total dosage should not be re- 
duced more than 5 mg. at one time. When dosage levels of 10 
and 5 mg. of methadone four times daily have been reached, 
reduction should be stopped for three or four days and then 
begun again. Any pain attributable to the cervical spondylitis 
should be handled by means other than the administration of 
the potent opiates. Physiotherapy and salicylates should be 
given in adequate trial. If the pain is sufficiently severe, surgi- 
cal measures for its relief might be indicated. 


ARTERIAL OCCLUSIONS AND HYPERHIDROSIS 


To THE Epiror:—A 44 year old patient gives a history of three 
acute arterial occlusions during the past one and one-half 
- years. The occlusions involved the left leg initially, then the 
right lég and finally the left arm. This patient was in the 
’ service prior to onset of these occlusions;.during this period 
a diagnosis of Buerger’s disease, associated with moderate to 
_ severe hypertension (200/120) was made. Treatment con- 
sisted of paravertebral blocks during the episodes of arterial 
occlusion. Physical examination revealed a well nourished, 
middle-aged, white woman in apparently good health. Blood 
pressure was 160/88. There was no detectable arterial pul- 
sation in the left arm. The pulse of the right upper extremity 
was 88 per minute, regular and of good quality. The heart 
and lungs were normal. The patient’s chief complaints at this 
time are exhaustion and profuse sweating, confined largely to 
the left side of the body. Should banthine® (beta-diethylami- 
noethyl xanthene-9-carboxylate methobromide) be given to 
control the excessive sweating. M.D., South Dakota. 


ANSWER.—Buerger’s disease in a 44 year old woman with a 
blood pressure of 200/120 is a highly unusual combination. 
Presumably, the diagnosis of Buerger’s disease was made on 
the basis of multiple segmental arterial occlusions, but these 
obviously may exist as a result of multiple emboli from a 
rheumatic heart, or healed periarteritis nodosa, with receding 
hypertension. Many other possibilities may be investigated but 
not without a careful history of the onset and course of events. 

Banthine® does control diffuse hyperhidrosis but would have 
to be continued indefinitely, with an increasing tolerance of the 
patient to the drug. There are side effects, such as dryness of 
- the mouth and urinary difficulties. Since the left arm and left 
leg are pulseless and moist, regional sympathectomies, preceded 
by regional sympathetic blocks, need serious consideration. 
They would both improve circulation and abolish hyperhidrosis. 
Complete abstinence from tobacco is essential. 


sion at the age of 50. He gradually resumed supervisory con-— 
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VERTIGO AFTER FLYING 


To THE Epiror:—A 50 year old man has had severe vertigo 
‘and vomiting soon after airplane trips in pressurized planes. 
Could it be the quality of the air in the airplane? The electro- 
cardiogram and the basal metabolic rate are normal as are 
results of otologic, blood and urine tests. 


M.D., New Jersey. 


ANSWER.—This inquiry does not state whether the patient 
suffered from motion sickness while aboard the airplane. In 
the absence of such information and in the absence of organic 
disease, one may suspect that the postflight vertigo and vomit- 
ing are psychogenic in origin. It is highly improbable that the 
quality of air in a pressurized cabin airplane is capable of caus- 
ing such symptoms. In pressurized cabin airplanes the question 
of significant anoxia is not a factor. The conditions described 
are comparable to what has long been recognized as occurring 
in chronic altitude sickness. But in an airplane trip the exposure 
to hypoxia is not sufficiently long to produce a chronic con- 
dition. Various factors enter into the problem of hypoxia— 
age of patient, duration of exposure and general physical con- 
dition, especially with reference to the circulatory system. It 
is possible that an idiosyncrasy to even minute oxygen depri- 
vation is present in this case, just as there are persons who are 
hyperreactors to insignificant doses of drugs. 

In the absence of motion sickness aloft, it might be well to 
suggest that this patient be given preflight medication, consist- 
ing of phenobarbital or bromides. On the possible basis that 
the patient is hypersensitive to mild hypoxia (oxygen want), 
such as would be encountered in a cabin altitude of 8,000 feet, 
it might be helpful for him to request that the stewardess 
administer oxygen for 10 minutes every half-hour during the 
pericd of flight or even throughout the entire flight if he is 
comfortable while wearing the mask. 


FOOD FOR FROGS FOR PREGNANCY TESTS 


To THE Epiror:—I have been working with the male frog 
(Rana pipiens) in urine tests for pregnancy. My greatést 
trouble is keeping the frogs well nourished. I have tried to 
feed them fish food, but they apparently do not like it. I 
suppose that live worms would be the best food, but it is 

_ very difficult to get live worms in New York City. Can you 

Offer suggestions? => M.D., New York. 


: ANSWER.—After considerable experimentation several years 
ago at a school of medicine where a large number of frogs 


- are used, the preferred method was found to be forced feed- 


ing with a mulch made up of purina® dog food mixed 
with hamburger or chopped liver and water. It is put into the 
frog’s throat with a pipet every three days (as much as each 
frog will hold, as learned by experience). The dog food mix- 
ture alone is usually sufficient to maintain life, but the addition 
of hamburger or liver improves health. It is essential that 
feeding be forced. 


ULTRASONIC VIBRATIONS 


To THE Eprror:—I would like information about supersonic 

' therapy, This is being advocated in Germany as a new type 

of physical therapy for arthritis, some skin conditions and 

superficial epitheliomas. Is there any basis for these claims? 
Ira I. Kaplan, M.D., New York. 


ANSWER.—To avoid confusion with suprasonic motion (trans- 
lational movement at velocities exceeding that of sound in air), 
it is desirable that one apply the phrase ultrasonic vibration 
to oscillatory motion at frequencies exceeding the upper limit 
of audible sound. Ultrasonic vibrations can be made extremely 
energetic and destructive; the effects are both mechanical and 
thermal. Nelson, Herrick and Krusen (Arch. Phys. Med. 31:6 
[Jan.] 1950) reviewed the clinical literature, found most of it 
to consist of uncontrolled, uncritical impressions and decided 
that this modality could not yet be recommended for use in 
any human disease but concluded that the therapeutic and diag- 
nostic possibilities deserve careful scientific evaluation. 
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PETIT MAL 


To THE Epitor:—My 7% year old grandson has had spells of 
petit mal since the age of 34% years; it was first noticed 
after tonsillectomy. In the beginning it was easily controlled 
with small doses of phenobarbital. Later trimethadione was 
used, with good results. Because of leukopenia it was nec- 
essary to discontinue this treatment. The attacks then 
occurred more frequently and more severely. Encephalog- 
raphy showed signs of acquired petit mal. The boy attends 
public school and has a high 1.Q. The family history is non- 
contributory. The mother is allergic to aminopyrine. Could 
you give me any advice? M.D., New York. 


ANSWER.—The treatment of petit mal epilepsy is often unsat- 
isfactory. The drugs usually considered more or less specific 
for it are trimethadione, paramethadione and glutamic acid. 
The two former drugs sometimes cause leukopenia, and some 
deaths have been reported from it. Glutamic acid is difficult 
to administer, as it has to be given in large doses, 20 to 30 
Gm. daily, but it is safe and worthy of trial. Of other drugs, 
diphenylhydantoin sodium is effective against petit mal in 
about 25 to 30 per cent of cases and is perhaps the safest of 
the anticonvulsant drugs. Phenacemide (phenurone®) is perhaps 
equally effective but sometimes causes severe toxic reactions. 

Relief has been reported in over 50 per cent of cases of 
resistant petit mal and psychomotor epilepsy by means of 
“hyperintensive” treatment, consisting of administration of large 
doses of diphenylhydantoin sodium or similar drugs in sufficient 
amount to put the patient to sleep for five days. Other measures 
consist in the use of inhalations of a carbon dioxide mixture, 
a ketogenic diet and antibiotics to prevent pneumonitis. The 
treatment, of course, should be used only by one who is 
familiar with it. 


AMYOTROPHIC LATERAL SCLEROSIS 


To THE Eptror:—/s roentgen therapy indicated for the treat- 
ment of lateral amyotrophic sclerosis localized between the 
fourth and eighth root? Are there other forms of therapy? 


M. Ferroz de Souza, M.D., Sado Paulo, Brazil. 


ANSWER.—Roentgen therapy is never indicated in the treat- 
ment of amyotrophic lateral sclerosis, nor is there any other 
known form of treatment of any value. However, amyotrophic 
lateral sclerosis localized to the spinal cord between the fourth 
and eighth cervical roots would be most uncommon, and the 
possibility of a tumor or herniated intervertebral disk involving 
the spinal cord at that level should be considered. 


DENTIFRICES 


To THE Epiror:—Would it be possible to get a list of tooth 
pastes and powders that do or do not contain salt, either 
chloride or sodium, to be used with salt-free diets. 1 would 
like the list of those that do contain salt for elimination and 
the list of those that do not contain salt for recommendation. 


Byford F. Heskett, M.D., Chicago. 


ANSWER.—It is difficult to prepare a suitable list of denti- 
frices that are substantially free of sodium compounds and 
chlorides, because there are several hundred dentifrice products 
on the market and there is no assurance that their composition 
will not be changed. Some dentifrices may be mentioned to 
illustrate the types that contain appreciable amounts of sodium 
compounds. Pycopay® contains sodium chloride and sodium 
bicarbonate. Considerable quantities of sodium perborate are 
reported in vince,® neutrox® and calox.® The sodium meta- 
phosphate in pepsodent® is slightly soluble in water, but the 
extent to which this compound is dissolved in the gastrointes- 
tinal tract is unknown. Analyses of other dentifrices indicate 
smaller amounts of sodium, for example, 2 per cent in amm- 
i-dent.* More detailed information may be obtained from the 
Council on Dental Therapeutics of the American Dental 
Association. . 

The National Formulary dentifrice should be practically 
devoid of chloride and low in sodium. Substitution of sulfo- 
colaurate (Accepted Dental Remedies) to provide 2 per cent 
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of this detergent in place of the soap will give a modified 
formula with even less sodium but a small amount of potassium 
chloride. 

The quantity of dentifrice employed at each brushing has 
been estimated at approximately 1 Gm. With two brushings 
per day with a dentifrice containing 7.5 per cent of sodium 
(perborate type), the patient may ingest 150 mg. of sodium 
per day provided all of the dentifrice is swallowed. 


RETARDED GROWTH 


To THE Epitor:—iJn THE JourNnaL of Dec. 23, 1950 (page 
1535), a question was answered concerning retarded growth 
in a7 year old girl whose development was about that of 
the average 32 month old. The answer stated that heredity 
and environment probably have no importance in this case 
and outlined in excellent fashion the type of thorough clinicai 
study that is required to permit one to determine the cause. 
The discussion then proceeds to a program having no bear- 
ing on the case and mentions psychological factors some- 
times related to malnutrition. The answer would indicate that 
if laboratory and clinical studies do not yield a reliable 
medical diagnosis, that the case might be one of simple or 
psychosomatic mainutrition. 

The inquirer gave sufficient information to indicate that 
simple or psychological malnutrition is out of the question. 
This girl has a physique that is normal for her size and also 
that her development during the past year has not increased 
her deviation from normal. It would be interesting to chart 
this child’s development from birth. 

Suggestions for increasing the appetite with insulin or 
vitamin By are out of place. This is dwarfism, not under- 
nutrition. If no clearcut clinical diagnosis can be established, 
the only rational therapy would be the use of a known 
specific growth factor. Direct attack on the appetite and 
exhortations are unwise, and psychological therapy, except 
for adjustment of the parents to the problem, would be 
absurd. 


Paul C. Jenks, M.D., 2 West Main Street, LeRoy, N. Y. 


NEPHROTIC SYNDROME 


To THE Eprror:—/n THE Journal of Dec. 23, 1950, is a query 
concerning treatment of the nephrotic syndrome. I was sur- 
prised that you did not mention the use of nitrogen mustard 
in this disease, on which there are comparatively recent reports 
(Chasis, Goldring and Baldwin: Effect of Febrile Plasma, 
Typhoid Vaccine and Nitrogen Mustard on Renal Manifesta- 
tions of Human Glomerulonephritis, Proc. Soc. Exper. Biol. & 
Med. 71:565 [Aug.] 1949; Effect of Nitrogen Mustard on 
Renal Manifestations of Human  Glomerulonephritis, 
abstracted, J. Clin. Investigation 29:804 [June] 1950). We have 
treated 14 patients in the nephrotic stage of glomeruloneph- 
ritis with nitrogen mustard with gratifying results. This has 
been recently reported on by Taylor, Corcoran and Page 
(Treatment of the Nephrotic Syndrome with Mustard, ab- 
stracted, J. Lab. & Clin. Med. 36:996 [Dec.] 1950). Perhaps 
your inquirer would be interested in these articles. 

John H. J. DeLaney, M.D., 
Cleveland Clinic, 
Cleveland. 


CRYOTHERAPY 


To THe Eprror:—In the answer to the query on “Cryotherapy” 
in THE JouRNAL, Jan. 6, 1951, the statement that the “tem- 
perature of solid carbon dioxide is lowered considerably on 
the addition of acetone” is, I believe, incorrect. The more 
rapid freezing obtained by such a mixture is due to its more 
intimate contact with the skin. (Only if acetone were soluble 
in carbon dioxide could such a mixture be colder. Thiel and 
Caspar (Zeitschrift fiir physikalische Chemi 86:257, 1914) 
state that the belief that the temperature of solid carbon di- 
oxide can be lowered by the addition of liquids is erroneous. 


James W. Bagby, M.D., St. Louis. 
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